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New Revised Edition 
«NDOCRINE DISORDERS IN CHILDHOOD 


AND ADOLESCENCE 
S. LE MARQUAND, M.D., F.R.C.P., F.H.W. 
TOZER. M.D., M.R.C.P., and W. J. TINDALL, M.D. 


Completely rewritten to conform with current trends in 
Endocrinology and based on the personal observation and 
treatment of patients during the last twenty years. 


367 pages 90 photographic plates 32s. 6d. net 
Engtieh __ Universities Press Ltd., Warwick-square, E.C.4 
- PHYSIOTHERAPY 


r[ECHN IQUES IN. 


Edited b 
F. L. GREENHILL SRN, NMOS?P.. TEA: 
Sister-in-Charge, Medical Rehabilitation Unit Royal Free 
Hospital; Late Sister-in-Cbange, Rehabilitation Unit. Hill End 
E.M.S. Hospital (St. Bartholomew’s) ; Former Member Council 
of Chartered ype ts of Physiotherapy. 


C. B. HEALD, C.B.E., M.D., F.R.C.P., in "Rheamation and Arthritis. 
J. N. BARRON, F.R.C.S., ‘in Burns and Injuries of the Hand. 
Mr. J. COLSON, M.C.8.P., M.A.O.T., Occupational Therapy in 

Medicine _ ‘Surgery. 
Pages 222 + 8 plates 
12s. 6d. a pies 7d. postage. 


Hodder & Stoughton Ltd., 20, hainmenntendendes London, E.C.4 


h ANAGEMENT OF BURNS 


Six articles prepared by a subcommittee of the 

BRITISH ASSOCIATION OF PLASTIC SURGEONS 

Reprinted from THE LANCET with an appendix 
These articles record the practice of surgeons who are treati 
burns every day and who see the good results of treatmen’ 
that is carefully planned from the start. Here is their plan, 
fully but briefly set out. 

48 pages Price 2s. 6d. (postage 4d.) 


The Lancet. Limited, 7, Adam-street, Adelphi, London, W.C.2 


Demy 8vo 34 figures 





QGUBGICAL TECHNIQUE 
By STEPHEN POWER, M.S., F.R.C.S. 
Senior Surgeon, Dreadnought Hospital, London 
“ A useful book for the pocket of the house surgeon.” 
— Medical Press 
390 pages 198 ilustrations 30s. net 


Wm. Heinemann Medical Books Ltd., Gt. Russell-street, W.C.1 


ISABILITIES 
AND HOW re LIVE WITH THEM 
y 55 Patients 

252 banal Price 10s. 6d. net, plus 6d. postage 

. .. it is because these essays remind us so vividly of eens 
man that the book has an especial value for all doctors. ... The 
book should become a classic.’ 

— Review in British Medical Journal. 


The Lancet Limited, %, Adam -street, Adelphi, London, W.C.2 
Fifth ‘Edition 
RINCIPLES OF MEDICAL STATISTICS 
By A. BRADFORD HILL, D.Sc., Ph.D. 
Demy 8vo 282 +x 10s. 6d. net, plus 6d. postage 
Vith Twenty-five Exercises and Answers 
The Lancet Limited, %, Adam-street, Adelphi, London, W.C.2 


Third Edition 


Demy 8vo 





INTRODUCTION TO . 
ISEASES OF THE CHEST ' 
By JAMES MAXWELL, M.D.(Lond.), F.R.C.P.(Lond.) 
Physician, Royal Chest’ Hospital; Physician to the 
Ministry’s Mass X-ray Unit ; Consulting Physician, 
Royal National Sanatorium, Bournemouth ; late 

Physician, St. Barthol w’s Hospi tal.” 
308 + xii 66 Half-tone Illustrations 
12s. 6d. net, plus 8d. postage. 
Hodder & Stoughton Ltd., 20, Warwick-square, London, E.C.4 





Demy 8vo 








TUMOURS OF LYMPHOID TISSUE 
By GEORGE LUMB, M.D. 
212 pages. 205 illustrations. 37s. 6d. 
The book should be of value to the clinician, be he physician, radio- 
therapist or surgeon. It should remain for a long time a standard work 
on the pathology and natural history of tumours of lymphoid tissue. 
—Extract from Foreword by Sir Stanford Cade. 


DENTAL AND ORAL X-RAY DIAGNOSIS 
By A. C. W. HUTCHINSON, D.D.S., M.D.S., F.D.S., F.R.S.E. 
536 pages. 946 illustrations. 75s. 
The object in presenting this textbook is to provide a survey of the 
present position of dental and oral X-ray diagnosis and to emphasise 
the need for a still closer co-operation between the pathologist, the 
clinician and the radiologist —Extract from Preface. 


Just Published 





TEXTBOOK OF OPERATIVE SURGERY 
By ERIC L. FARQUHARSON, ™.D., 
863 pages. 945 ew aa 75s. 
An excellent textbook for the junior in general surgery describing in 
detail all the operations he is likely to undertake himself and, more 
briefly, those in the specialised fields which are less frequently performed. 


ANTISERA, TOXOIDS, VACCINES, AND TUBER- 

CULINS IN PROPHYLAXIS AND TREATMENT 
Third Edition. By H. J. PARISH, M.D., F.R.C.P.E., D.P.H. 
240 pages. 49 illustrations. 2ls. 
“* Obviously meant to be a vade-mecum for the practitioner rather than 
a reference book for the expert, As such it will meet a real need, 
particularly if the general practitioner plays his part in preventive as 
well as in curative medicine.’’—The Loncet. 


New 1954 catalogue sent on request 
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LEG ULCERS 
Their Causes and Treatment 

By S. T. ANNING, T.D., M.A., M.D., M.R.C.P. 

42 Illustrations. 18s. 
HAEMATOLOGICAL TECHNIQUE 
For Medical Laboratory Technicians and Medical 
Students 


By E. M. DARMADY, M.A., M.D., F.R.C.P., and S. G. T. DAVEN- 
PORT, F.I1.M.L.T. 4 Coloured Plates and 23 Text-figures. 8s. 


THE HAMOLYTIC ANAMIAS 
Congenital and Acquired 


By J. V. DACIE, M.D., M.R.C.P. 98 Illustrations. 50s. 
HISTOLOGY 

Edited by ROY GREEP, Ph.D. 648 Illustrations. 105s. 
ANATOMY 


Regine and Applied 
R. J. LAST, M.B., B.S., F.R.CS. 
300 Illustrations, many in Colour. 55s. 


TWENTY-FIVE YEARS 
The Story of the Royal College of Obstetricians and 
Gynzcologists—1929-1954 
By Sir WILLIAM FLETCHER SHAW, M.D., F.R.C.P., F.R.C.O.G., 
Hon.LL.D. 12 Plates. 2ls. 


EPILEPSY AND THE FUNCTIONAL ANATOMY 


OF THE HUMAN BRAIN 
By WILDER PENFIELD, 0O.M., C.M.G., *- D., D.Se., F.R.CS., 
F.R.S., and HERBERT JASP ER, M.D., C. 
8 Coloured Plates and 314 Black and W hite Taintien. 115s. 


THE ESSENTIALS OF MATERIA MEDICA, 


PHARMACOLOGY AND THERAPEUTICS 
By R. H. MICKS, M.D., F.R.C.P.I. Sixth Edition. 24s. 
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M.S., F.R.C.S. 112 Illustrations. 36s. 


INFANT FEEDING AND FEEDING 
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D.M., F.R.C.P. 117 Illustrations. 
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Seventh Edition. By P. M. F. BISHOP, D.M., M.R.C.P. 
34 Illustrations. 


RECENT ADVANCES IN DERMATOLOGY 


Second Edition. By W. NOEL GOLDSMITH, M.A., , Mt. D., F.R.C.P., 
and F. F. HELLIER, O.B.E., M.A., M.D., F.R.C.F 
28 Illustrations and 5 Coloured Plates. 42s. 


RECENT ADVANCES IN SURGERY 
Fourth Edition. Edited by HAROLD EDWARDS, C.B.E., M.S., 
F.R.C.S. 157 Illustrations. 40s. 


FINDLAY’S RECENT ADVANCES IN 
CHEMOTHERAPY 
Third Edition. Vol. Il!.—The Antibiotics. 
By F. C. O. VALENTINE, F.R.C.P., and R. A. SHOOTER, M.A., 
M.D. 7 Illustrations. 27s. 6d. 


MEDICAL PROGRESS, 1954 


A Review of Medical Advances during 1953 
Edited by MORRIS FISHBEIN, 


BACTERIOLOGY FOR STUDENTS OF DENTAL 
SURGERY 
By R. B. LUCAS, M.D., M.R.C.P., D.P-H. and I. R. H. KRAMER, 
L.D.S., R.C.S. 56 Illustrations. 22s. 6d. 


A POCKET MEDICINE 
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Third Edition 10s. 64. 
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Edited by JOHN FRY, M.B., B.S., F.R.C.S. Foreword by Sir HENRY 
COHEN: M.D., D.Sc., F.R.C.P. 27s. 6d. 


THE HEALTH OF THE COMMUNITY 
Principles of Public Health for Practitioners and 
Students 
By C. FRASER BROCKINGTON, M.D., M.R.C.S.,D.P.H. Foreword 
by Sir JOHN STOPFORD, M.D,, Sc.D., LL-D., F.R.C.P., F.R.S. 328. 


PRACTICAL PROCEDURES IN CLINICAL 
MEDICINE 
Biochemical! and Radiological tnvestigations 

By R. I. S. BAYLISS, M.A., M.D., 

Second Edition. 61 Illustrations. 32s. 
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Essentials for Practitioners and Students 
By G. E. BEAUMONT, M.A., D.M., F.R.C.P. 
Sixth Edition. 69 Illustrations. 37s. 6d. 


CLARK’S APPLIED PHARMACOLOGY 


Eighth Edition. Revised by ANDREW WILSON, M.D., Ph.D., 
F.R.F.P.S., and H. O. SCHILD, M.D., Ph.D., D.Sc 


120 Illustrations. 37s. 6d. 


DISORDERS OF THE BLOOD 
Diagnosis, Pathology, Treatment and Technique 


By Sir LIONEL WHITBY, C.V.0., M.C., M.D., F.R.C.P., D.P.H., 
and C. J. C. BRITTON, M.D., D.P.H. 


Seventh Edition. 12 Coloured Plates and 106 Text-figures. 63s. 





THE RADIOLOGY OF BONES AND JOINTS 
An Introduction to the Study of Tumours and other 
Diseases of Bone 
By JAMES F. BRAILSFORD, M.D., F.R.C.P., F.1.C.S 
Fifth (Enlarged) Edition. Over 725 Mlustrations 90s. 


TEXTBOOK OF GYNACOLOGY 
By WILFRED SHAW, M.A., M.D., F.R.C.S., F.R.C.0.G 
Sixth Edition. 4 Plates and 304 Text-figures. 27s. 6d. 


EDEN & HOLLAND’S MANUAL OF 


OBSTETRICS 
Tenth Edition. Revised by ALAN BREWS, M.D., M.S., F.R.CS., 
F.R.C.O.G. 57 Plates (12 Coloured) and 378 Text-figures. 52s. 6d 
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NEW BOOKS 


PHYSICAL SIGNS IN CLINICAL SURGERY 

By HAMILTON BAILEY ; assisted by ALAN CLAIN 

12th Edition. oY X Shin. 466 pp. 681 illustrations, many in colour. 
s. 6d., post is. 3d. November, 1954. 

For this “and a thorough revision has been carried out. The 

book includes more coloured figures than any other work of its 

size in medical literature. 


A SYNOPSIS OF SURGERY (Hey Groves’) 

Edited by Sir CECIL WAKELEY, Bt., K.B.E., C.B. 

14th Edition. 73 x 42 in. 652 pp. 203 illustrations. 30s., post Is. 3d. 
November, (954. 


The latest revision has been very thoroughly carried out, and due 
weight has been given to the rapid advances made in surgery in 
recent years, whilst obsolete and out-of-date material has been 
ruthlessly deleted, 


A SYNOPSIS OF MEDICINE 
By Sir HENRY TIDY, K.B.E. 
10th Edition. 74 x 4§in. 1274 pp. 35s., post Is. 3d. November, 1954. 
A multum in parvo ready reference book for the busy medical practi- 
tioner or student. Everything he needs to know of any single medical 
disease or disorder will be found within its pages. 


ANTIBIOTISM AND IMMUNITY MEDICINE 
OF TO-MORROW 
By ALEXANDER KOMIS 
BE x S¥ in. 72 pp. 8s. 6d., post 4d. October, 1954. 


Based on the research work of the Greek School of Medicine, the 
book gives an interesting and provocative account of the place of 
antibiotism in the therapeutic armamentarium. 


TECHNIQUES IN CLINICAL CHEMNSTRY 
By FREDERICK N. BULLOC 
BE x Shin. \84 pp. 7 Wustrations. 
October, 1954. 


A day to day handbook for medical laboratory technicians intended 
to supplement the established reference manuals. 





\. 6d., post 5d, 
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just published by 
The Year Book Publishers Inc., Chicago : 


CEREBROVASCULAR 
DISEASE 


by JAMES PETER MURPHY, M.D. 


Assistant Clinical Professor of Neurological Surgery, 
Washington University 


CONTENTS : Embryology of the Intracranial Vessels. 
Anatomy of Arteries of Brain. The Veins and Dural 
Venous Sinuses. Nerve Supply of the (Intracranial 
Vessels. Physiology of Intracranial Circulation. The 
Acute CerebrovascuJar Accident: Examination. 
Cerebral Vasospasm. Cerebral Thrombosis; Infarction, 
Cerebral Embolism. Cerebral Hemorrhage. Subar- 
achnoid Hemorrhage; Intracranial Aneurysm. Vascular 
Tumors; Arteriovenous Malformations of Brain. Intra- 
cranial Venous Disease; Venous Sinus Disease. Hyper- 
tensive Brain Disease. Cerebral Arteriosclerosis. 
\nflammatory and Collagenous Diseases. Blood 
Dyscrasias; Vitamin Deficiencies; Poisons. Headache. 
General Management of Patient. Diagnostic Technics. 
Therapeutic Technics. 


1954 6x9 128 illus. 90s. 
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408 pages 


Distributed in the United Kingdom by 


INTERSCIENCE PUBLISHERS, LTD. 
88-90 Chancery Lane, London, W.C.2 
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BEST & TAYLOR : 
The Physiological Basis of Medical Practice 
5th Edn. Postage 2s. 6d. BAs. 
BUCHANAN’S Manual of Anatomy 
8th Edn. Postage 2s. 45s. 
DAWBER & HAWES: Diseases of the Chest 
Postage Is. 6d. Tés. 6d. 
FRAZER’S Manual of Embryology 
3rd Edn. Postage Is. 6d. 4ls. 
GREEN’S Manual of Pathology 
(7th Edn, Postage 2s. 4d. 42s. 
LAKE: The Foot 
4th Edn. Postage Is. 25s. 


(12s. 6d.), Surgery (10s. 6d.) and many others : 


LEDLIE & HARMER: A Handbook of Surgery 


Postage Is. 2Is. 
MACKENNA’S Diseases of the Skin 
5th Edn. Postage 2s. 42s. 
MAY & WORTH’S Manual of Diseases of the Eye 
lith Edn. Postage Is. 8d. 35s. 
ROSE & CARLESS’S Manual of Surgery 
18th Edn. 2 Vols. Postage 2s. 4d. 63s. 


STERN & BURNETT : 
A Modern Practice of Obstetrics 
Postage Is. 6d. 35s. 


TREDGOLD : Manual of Psychological Medicine 
3rd Edn. Postage /s. 25s. 


WELCH & LEWIS: Antibiotic Therapy 


Postage Is. 6d. 76s. 6d. 


THE STUDENTS’ AIDS SERIES 


is the most complete set of small textbooks published in any country. There are forty-eight volumes 
in the series, which covers every aspect of medicine and pharmacy. Each volume is a concise guide 
to its subject and is kept up to date by new editions. 
(8s. 6d.), Diseases of Children (8s. 6d.), Gynecology (8s. 6d.), Medical Diagnosis (8s. 6d.), Medical Treatment 
write for a complete list. 


The series includes volumes on Dermatology 








BAILLIERE, TINDALL AND COX 


7-8, Henrietta Street, London, W.C.2. 
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Subjective 
warmth and glow 2 


Asoo *, the smooth non-greasy == 
HISTAMINE cream, relies upon methyl = 
nicotinate to ensure swift penetration 
of the cutaneous barrier. 

Simple inunction suffices to shepherd & 
the Histamine content through the 
epidermis to the deeper tissues, where 
the resulting dilatation of arterioles and 
capillaries promotes a local increase in 
blood supply, accompanied by a reflex 
cessation of aching in underlying muscles, 
To the patient, this is evidenced by a circumscribed surface ‘ flush’ — 
and warming glow, rapidly followed by disappearance of pain. 





*‘ALGIPAN? 


‘Algipan’ is of proven value in fibrositis and other manifestations pang do B 
re ar 


of the ‘rheumatic’ syndrome, 
BALM 








John Wyeth & Brother Lid., Clifton House, Euston Rd., N.W.1 














Inadequate Nutrition 
in 
Elderly Patients 








{qe 


Old people living on a restricted 
income often exist on an inadequate 
diet. Among the nutrients that have 
been found to be lacking in such diets 
are vitamins of the B, complex. 


Marmite yeast extract is a useful 
source of these vitamins ; it can readily 
be taken by elderly patients, who seem 
to appreciate its piquant flavour. It 
supplies riboflavin, nicotinic acid, folic 
acid, pyridoxin, pantothenic acid, biotin, 
choline, inositol and p-aminobenzoic acid. 


[~ MARMITE 


yeast extract 


l-oz. 9d., 2-oz. 1/4, 4-oz. 2/4, 8-oz. 4/-, 16-02. 7/- 
Obtainable from chemists and grocers 
Special terms for packs for hospitals, welfare centres and schools 
Literature on request 
THE MARMITE FOOD EXTRACT CO., LTD. 


6402 35, Seething Lane, London, E.C.3 











A new advance in 


oral 


iron therapy q 





Patients who cannot tolerate Ferrous Sulphate 
can easily assimilate the Ferrous Gluconate in 
Biofergate B. 

Biofergate B is available as : 

(a)a Tangerine flavoured Elixir containing 
therapeutic doses of Ferrous Gluconate, 
Vitamins B, and Bo, and Nicotinamide or, 

(b) Biofergate B tablets containing 5 gr. Ferrous 
Gluconate and 1 mg. Aneurine Hydrochlor. 


Prescribable on E-C-10. 


‘BIOFERGATE  & 


Samples and literature sent on request 


BIOREX iS 


BIOREX LABORATORIES LIMITED 
Wholesale and Manufacturing Chemists 
47-51 EXMOUTH STREET, ROSEBERY AVENUE, LONDON, E.C.1 
Telephones ; TERminus 9494, 5216/8 
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‘ALUDROX’ 


Trade Mark 


Resentment and Hostility 


The importance of the emotional background in the 
aetiology of peptic ulcer is widely recognised. Further 
confirmation is provided by the increase of gastric acidity 
shown to follow certain emotional disturbances such 

as those involving resentment and hostility. 


Protection of the ulcer from the corrosive action of gastric 
juice is an essential condition of successful healing entirely 
fulfilled by *Aludrox’ Amphoteric Gel. 


‘Aludrox’ buffers gastric acid to a pH of 3.5 to 4.0, 

at which level healing may proceed and the risk of alkalosis 
is avoided. Normal digestion is unimpaired and, in 
addition, ‘Aludrox’ provides the physical protection of a 
gel barrier over the surface of the ulcer, thus ensuring 

a safer environment for the reparative processes. 


John Wyeth & Brother Limited, Clifton House, Euston Road, London, N.W.1 











SANCTIONED ON N.H.S. PRESCRIPTIONS (FORM E.C.10) 


EPHAZONE 
tablets 


The rational, symptomatic remedy 


for bronchial spasm in 
ASTHMA & BRONCHITIS 


Containing in each tablet: Ephedrine } grain, Theobromine } grain, 
Phenazone I grain, Calcium gluconate } grain 
This preparation is not advertised to the general public. Please write for 
descriptive leaflet and sample to the manufacturers : 


EPHAZONE LTD 59 BROOK ST. LONDON WI TEL: MAYFAIR 5496 
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AMISYN 


tablets 


@ Write for literature to :— 


» combining 


ACETOMENAPHTHONE 
B.P. — 10 mg. 


NICOTINAMIDE B.P. — — 50 mg. 


FOR THE TREAT- 
MENT OF CHILBLAINS 


. THE ARMOUR LABORATORIES 


(ARMOUR & COMPANY LTO.) 


HAMPDEN PARK, EASTBOURNE, SUSSEX 


Telephone: Telegrams : 
HAMPDEN PARK ARMOLAB 
740 EASTBOURNE 











Research 


The House of Wander continues to maintain its 
advanced position in pharmaceuticals and quality 
food products because the standardization of active 
ingredients during manufacture is backed by careful 
control and investigation in its extensive Research 
Laboratories. 


eo 
In Quality 
The Wander Research Laboratories have made useful 
contributions in the fields of dietetics, nutrition and 
vitamins. Their wide experience and up-to-date 
laboratory facilities help to maintain the high quality 
of Malt Extract and Cod Liver Oil (Wander) the 
vitamin content of which exceeds that of the analogous 
B.P. preparations. 


A. WANDER LTD. 
LONDON W.1. 


M.352 


The special consideration of physicians when pre- 
scribing a malt and oil preparation is that of 
vitamin values. Comparative studies prove that to 
prescribe ‘“‘ Wander Brand” is to specify malt 
extract and cod liver oil of the finest possible 
quality. = 


- 
In the Service of 
. se 
Medicine 
Careful control and investigation help to maintain 
“Wander Brand” in the forefront of its class. 
Moreover, with all its special advantages, ‘‘ Wander 


Brand” costs no more than some malt and oil 
preparations with a lower vitamin content. 


I Malet « Oil (wanpver) 
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ACI-JEL: HIGHLY BUFFERED ACID VAGINAL JELLY (pH.4.0) 


@ provides modern scientific acid “‘douche”’ therapy 
@ promptly restores and maintains vaginal acidity 
@ encourages re-establishment of normal vaginal flora 


Dosage: One applicatorful night and morning 
especially prior to, during and after menses 


On original prescriptions specify 


* Aci-jel (Ortho) with Applicator” 


LITERATURE ON REQUEST 


Ortho Pharmaceutical Limited 


HIGH WYCOMBE - BUCKINGHAMSHIRE - ENGLAND 
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Calcium 
aspirin 
The best of both 


Both aspirin and calcium aspirin, as generally 


Aspirin 


prepared, have chemical and physical disadvant- 
ages. Aspirin is acid and sparingly soluble: calcium 


aspirin is unstable and unpalatable. 


‘Solprin’ overcomes the disadvantages—combin- 


ing the advantages—of both. 


SOLPRIN 


Stable, soluble, palatable, calcium aspirin. 


Clinical sample and literature supplied on application. 
Solprin is not advertised to the public and is available 
only on prescription (U.K. and Northern Ireland only). 


N.HLS. basic price 7/6 for 300 tablets in foil. 


RECKITT & COLMAN LTD., HULL AND LONDON (PHARMACEUTICAL DEPT., HULL) 
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HOW MANY TIMES A DAY? 


Washing, scrubbing up, drying, washing, dipping 
the hands into plaster, into spirit, washing again 
with detergents, soaps, antiseptics ; in hard water, 
soft water, hot water, cold water...Is it a wonder 
that doctors’ hands become, well. a little the worse 
for wear ? 

All this is unavoidable—except that your hands 
need not suffer if you look after them. 

Crookes Hand Cream and Hand Lotion are 
admirable products. Rich and penetrating, they are 
ideal for counteracting the otherwise inevitable effects 
of ‘* over-washing.’’ Most economical in use, they 
should be massaged well into the skin when it will be 
found that nails and cuticles are nourished and the 
skin left soft and smooth, yet in no way greasy. 

Both Crookes Hand Cream and Lotion contain 
hexachlorophene, a new substance which kills micro- 
organisms of the skin bacterial flora yet is bland and 
harmless to the skin tissue itself. 


CROOKES , A es é Iotion 


Specimens and literature on request. 





THE CROOKES LABORATORIES LIMITED + PARK ROYAL «+ LONDON NeWeld 
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1854 A GENTURY OF PROGRESS 1954 
eager | Nas y, a} arthripax 
rheumatic pain. ‘"¥ ' : Ly tablets & cream 

















New sate arthripax ... 


penetrates deeply carrying salicylate-charged blood into 


‘ e 
a nd etrective the area of inflammation, so relieving pain and spasm. 


formula 
GLYCOL SALICYLATE 1.50% EPHEDRINE HYDROCHLOR 0.50% 
dual TheVApY —wrwsswnsm ry; 3 
: 7 ft cost Basic N.H-S. 1 oz. 1/5 plus 5d P.T. 
offering promp ae 
reliefinall arthripax ...... 


analgesic—spasmolytic—antiphlogistic, offers effective 


rheumatic systemic therapy, with minimal inciJence of side-effects. 


formula 
MEPHENESIN 1 GR. 


tion Ky SALICYLAMIDE 5 ors. 
Con f} DIHYDROXYALUMINIUM GLYCINATE 1} GRS, 
cost Basic N.H.S. 50 tabs. 3/4 plus 10d P.T. 
arthripax cream and tablets are freely prescribable on E.C.10 


Professional samples and literature on request 
CLINICAL PRODUCTS LIMITED - RICHMOND - SURREY 
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today’s <2» 


dramatic 
/ answer... 
CETYL PYRIDINIUM CHLORIDE 


NOW INCORPORATED INTO PROCIDETS 


Cetyl pyridinium chloride (C.P.C.) is one of the most outstanding bactericidal 
compounds introduced into medicine, It kills oral pathogenic streptococci at 
a dilution of 1 in 200,000. Procidets* make a perfect vehicle for this powerfut 
bactericide. Its addition to the sodium propionate in Procidets Lozenges arms 
the practitioner with a double-barrelled weapon against many bacterial and 
fungal infections of the throat, mouth and gums. By reducing surface tension, 
C.P.C. carries the germicidal action of Procidets deeply into the folds and 
crevices of the mouth, tonsils and pharynx. The germicidal value of Procidets. 
is such that 4 of a Lozenge rapidly kills Streptococcus Pyogenes in a 10 cc. 
saliva solution, Procidets are non-toxic, non-irritating and, containing benzo- 
caine, give immediate relief from soreness in the throat and mouth. Indicated 
Each Procidets Lozenge contains :— for preventing and treating numerous infections such as tonsillitis, pharyngitis, 
laryngitis, etc., and other inflammatory conditions of the mouth and throat. 
Sodium Propionate 200 mg. 
Cetyl Pyridinium Chloride 0.2 mg. Issued in cartons of 18 Lozenges metal-foil sealed. Clinical samples and 

technical literature available on request. 


Benzocaine 5 mg. 


In a mint-flavoured base 
* Regd. Trade Mark | | N 


T H R O A T LO ZEN GE S 
Now contain Cetyl Pyridinium Chloride 1 in 5,000 


HARKER STAGG LTD, 20m staeer, Loxvos, 1. 
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Correct vitamin balance for all ages 


From the youngest to the oldest the routine administration of 
ABIDEC® ensures an adequate intake of vitamins in well-balanced proportions. 
For infants and children Abidec DROPS are the ideal supplementary multivitamin 
treatment. For adults Abidec CAPSULES are invaluable in correcting 


suspected deficiencies due to bad dietary habits. 


Abidec Drops are easily 
administered to infants and children, 
in food, a single daily dose 
A B | p ; F being adequate. For adults, 
adequate intake is obtained with 
© Registered Trade Mark ONE Abidec Capsule Daily. 


Parke, Davis & Company, Limited (inc.us.,) Hounslow, Middlesex. Tel: Hounslow 236I 
63 
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November 1, 1954 


AUREDMYCIN 


CHLORTETRACYCLINE, Lederle 





As from Monday November 1, 1954, the restrictions imposed by the Ministry of Health, 
limiting the supply of AUREOMYCIN (Chlortetracycline) Hydrochloride Crystalline 
Lederle to hospitals, are completely removed. As from that date doctors are free 
to prescribe AUREOMYCIN in general practice whenever required for private 
or National Health Service patients without restrictions. _AUREOMYCIN is manu- 
factured in the United Kingdom and is in adequate supply for doctors and hospitals. 
AUREOMYCIN (Chlortetracycline) is the original broad-spectrum antibiotic which 
combines potency with safety and economy. More reports have appeared on the 
excellent clinical results with AUREOMYCIN than any other broad-spectrum 
antibiotic. There is a form of AUREOMYCIN for every purpose. 


Can be prescribed on N.H.S. Form E.C.10 


GREATER ACTION 
AUREOM™MYCIN MOANS FSMALLER DOSAGE 


LOWER COST 


*TRADE MARK 
Technical literature on request. 


LEDERLE LABORATORIES DIVISION Canam Phodustr 
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Ophthalmic Ointment 
Ophthalmic 

Oral Drops 

Otic 

Soluble Tablets 


Spersoids* 
Dispersible Powder 


Syrup 
Troches 


Vaginal Powder 
$ As present available to hospitals only 


BUSH HOUSE - ALDWYCH - LONDON, W.C.2 * TEMPLE BAR 5411 








LOOK TO 





FOR LEADERSHIP 
%3 15 
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CORTUSONIE 
SKIN OINTMENT 


ONE 


EYE OINTMENT 


eathse 


UNITED KINGDOM 


Orders can now be accepted from Hospitals only, for 
HYDROCORTISONE SKIN OINTMENT 
AND CORTISONE EYE OINTMENT 
but not for other presentations, which are still 
distributed exclusively by the Ministry of Health 






EXPORT 


All forms of Hydrocortisone and Cortisone are freely available 
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ROUSSEL LABORATORIES LTD.,847 HARROW ROAD, LO 


NAAN 


Us 


\ 
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Further economies in prescribing 





IL 


PENICILLIN 


Reduced in price from 
November 1st 


Penicillin is still the most economic and least 


toxic antibiotic for a wide range of infections. 


BOOTS PURE DRUG CO. LTD., NOTTINGHAM, ENGLAND 


Pioneers in the manufacture of antihiotics. 
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The main action of aluminium hydroxide 
in Gelusil is to reduce acidity of the gastric 
contents. It does this by retarding secretion of 
acid and by protection of the gastric mucosa from irritation. 


A demulcent coat is formed by the aluminium 
hydroxide ; this protective action is enhanced and | 


prolonged by magnesium trisilicate, which acts 
slowly and effectively as an antacid and adsorbent. 
\ Despite this effective coating action, 


. Gelusil is non-constipating. 
ACTIVE CONSTITUENTS: SN 
Gelusil tablets: Zach tablet contains 
magnesium trisilicate 7.5 gr. and 
dried aluminium hydroxide gel 4 gr. 
Gelusil suspension: / teaspoonful of 
pe is the equivalent of 1 
Gelusil tablet. 
PACKING: Tablets — in boxes of 
50, Also, for dispensing only, in bulk 
packages of 500 at 16/8 each, not 
subject to P.T. on prescription. 
Suspension — in bottles of 6 Al. oz. 
Also, for dispensing only, in bottles 
of 6 fl. oz. at 3/- each (minimum 6 
bottles in container), not subject to 
ion 















No Warner preparation has ever 
been advertised to the public. 








WILLIAM R. WARNER & CO, LTD., & 
Power Road, London, W.4. \ 
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Widely indicated in the 
treatment of circulatory disorders 


e@ INCREASED CARDIAC OUTPUT MAINTAINS MEAN ARTERIAL 
PRESSURE. 


@ DIRECT ACTION ON THE MUSCULATURE OF THE BLOOD VESSELS. 


DILATAL}* is safe and rapidly effective by oral and parenteral 
administration. Available in tablets (2.5 mg. in containers of 
100 and 500) and ampoules (5 mg. in 1 ml.—in boxes of 12). 


* 14p-hydroxyphenyl)-2-(1’-methyl-3’-phenyl-propylamino)-propanol-(1) hydrochloride 


SMITH & NEPHEW LTD., 


WELWYN GARDEN CITY, HERTS., 
the marketing organisation of Herts Pharmaceuticals Lid., 
the manufacturers and owners of the trade mark DILATAL. 
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~ THE DISTILLERS COMPANY 
(Biochemicals) Limited 





from Monday 
PENICILLIN 
welt cost 


even less 


Q/ jd per mega unit 


(subject to the usual discounts) 


Once again, the continuing improvements in 
penicillin manufacture make possible a further 
reduction in its price. Once again, those concerned 
in the economics of general and hospital practice 
will appreciate the major importance of this 
announcement. 

Full details of all the new prices are available from 


our distributors or from your local pharmacist. 





STREPTOMYCIN also will cost less from next 
Monday—2/104 per mega unit. 











Distributed by ALLEN & HANBURYS LTD, | EVANS MEDICAL SUPPLIES LTD. 
BRITISH DRUG HOUSES LTD. | IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 


BURROUGHS WELLCOME & CO. | PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD. 


THE DISTILLERS COMPANY (BIOCHEMICALS) LIMITED 
DEVONSHIRE HOUSE - PICCADILLY - LONDON-: Wa 


4SA/S4 
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STERILON 


BRAND 


STERILON CATGUT 
has the NEW SEMI-MATT FINISH 
to MINIMISE KNOT-SLIP. 


. 


STERILON CATGUT 
IS UNAFFECTED BY AGE OR CLIMATE 


ALLEN & HANBURYS LTD LONDON €E2 
Makers of Quality Instruments 


SHOWROOMS: 48 WIGMORE STREET LONDON WI 
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change of 
address 





BAYER PRODUCTS LTD 


move to new administrative Headquarters at 


Neville House, Eden Street, Kingston-on-Thames, 
Surrey. Telephone KINgston 7733 


From the 30th October all communications 
should be sent to the above new address. 


Manufacturing Laboratories: West Molesey, Surrey 
Warehouse and Despatch : Canada Road, Byfleet, Surrey 


Biological Institute: Exning, Suffolk 


Dublin Office: Molesworth House, | & 2, South Frederick Street, Dublin, 


Associated export company: Winthrop Products Ltd. also move to 
Kingston-on-Thames, Surrey 
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For suppression 
of severe cough 





‘Physeptone” depresses the cough reflex in a 
manner comparable with that of diamorphine. 
It may therefore be prescribed with advantage for 
those cases of persistent cough which would 
normally be given diamorphine; 

For this purpose, ‘Physeptone’ Linctus is issued 
containing 2 mgm. of Methadone (Amidone) 
Hydrochloride in each fluid drachm. The average 
adult dose is one teaspoonful (2 mgm.) every three 
or four hours, and this will control nearly every 
cough. | 

For children ‘Physeptone’ Linctus should be 
diluted with simple syrup in the proportion of 
one part linctus and seven parts syrup. One to 
two teaspoonfuls (0°25 - 0°5 mgm.) of this diluted 
linctus to be given according to the age of the child. 


‘PHYSEPTONE’ 
LINCTUS 


& BURROUGHS WELLCOME & CO. (rie Wellcome Foundation Lid.) LONDON 














Tue Lancer] THE LANCET GENERAL ADVERTISER [Ocr. 30, 1954 





BZ=S SSS |S SSS SESF___SSSFFsSS SSeS ZESBBSE=F) 








ee ce ae a a a A ae 





TS 


for 
chilblains 


Pernivit is remarkably effective both in the 
treatment and in the subsequent prevention 
of chilblains. It utilises the vasodilator pro- 
perties of nicotinic acid and the effect of 
vitamin K in maintaining normal blood 
coagulability and vascular permeability. Irri- 
tation and inflammation are quickly relieved. 

Dosage is from two to six tablets daily 
according to the severity of ‘the case. The 
basic N.H.S. price of Pernivit is 2/- (Bottle 
of 50 tablets). Literature and specimen 
packings are available on request. 

May be prescribed on form E.C.10. 
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CLOSED ABDOMINAL INJURIES* 
RuscoE CLARKE 
F.R.C.S. 
SURGEON, BIRMINGHAM ACCIDENT HOSPITAL 


Tue closed abdominal injury can be one of the most 
dramatic of surgical emergencies, and its diagnosis 
one of the most difficult exercises’ in clinical judgment. 
In 1923 Grant Massie wrote : 


“There is no escaping the conclusion that early. diagnosis 
is almost impossible. The surgeon must be guided more by 
general consideration of the clinical picture than by the 
presence or absence of any particular sign.” 


Hicken and Carlquist (1944) stated that in their experience 
60% of all patients with closed intestinal injuries due to 
non-penetrating violence presented as delayed perfora- 
tions, and were not recognised until peritonitis had 
developed. They conclude : 

“Traumatic rupture of the gastro-intestinal tract is a 
dramatic catastrophe which usually has a fatal termination. 
The appalling mortality is due not to our inability to repair 
the damaged bowel but rather to our ineptitude in arriving 
at an accurate diagnosis during the curative phase.” 


Penberthy (1952) re-emphasised the basic necessity 
for early surgery, even 
‘‘ before every evidence that warrants this is at hand, because 
irreversible complications may appear with unheralded 
speed. They can best be dealt with before their occurrence, 
not after they hold the centre of the stage.” 


That early diagnosis can often only be based on 
exploratory laparotomy is the attitude maintained by 
most recent articles on this topic. This has been 
the basis of our practice at the Birmingham Accident 
Hospital, even in the presence of associated multiple 
injuries, which complicate closed abdominal injuries 
to an extent that is only partially reflected in the 
published reports. But early exploration inevitably 
carries with it the risks that (1) it may prove to have 
been unnecessary,,and (2) the added trauma of the 
exploration may seriously affect recovery. I am con- 
vinced that such risks must be taken when careful assess- 
ment still leaves the diagnosis in doubt. Our experience 
illustrates the difficulties that confront the surgeon in 
making such assessments, but I believe justifies the 
policy of early exploration. 


Basis for Selection 


The material consists of 107 patients operated on at 
the Birmingham Accident Hospital for closed abdominal 
injuries in 1947-53. Of these, 24 died. I also inelude 
details of 13 patients with abdominal injuries who died 
without surgery during the same period, most of whom 
came to necropsy. 

By way of contrast, there were,, during this period 
17 penetrating wounds of the abdomen, of which 2 were 
fatal: one an extensive open wound of the chest and 
abdomen, and the other a stab wound of the abdominal 
wall with no physical signs of internal damage. In the 
latter a tear of the peritoneum | inch from the skin wound 
was missed ; the abdomen was not explored, and necropsy 
revealed a complete rupture of the jejunum. 

I have excluded from this discussion 18 more or less 
severe ruptures of the urethra, most of them associated 
with fractures of the pelvis, of which 6 were fatal ; 
1 patient with a delayed rupture of a hydro-ureter 
and 1 other patient with circumrenal hemorrhage from 
rupture of a benign solitary cyst of the kidney, both 
of whom survived ; and 5 rectal injuries, 1 with severe 
associated injuries of the vagina, of which 2 were fatal. 


* Based on a paper read to the West Midlands Surgical Society 
on Nov. 7, 1953. 
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I have also excluded any detailed consideration of 
suspected abdominal injuries which did not come to 
laparotomy or to necropsy. The total of such patients 
was about 300. 


Distribution by Age, Sex, and Causal Violence 


Table 1 shows that the overwhelming majority of such 
injuries occur between the ages of 5 and 65 years, and 
that those which occur at the extremes of life are more 
likely to be fatal before surgery is possible. Distribution 
by age and sex (table 11) shows the increased risk experi- 
enced by males and is probably related to the nature of 
the causal violence (table 111). More than half the closed 
abdominal injuries in this series were the result of road- 
traffic accidents. A small minority were due to relatively 
trivial violence. 

Classification in terms of causal violence is of import- 
ance for any comparison between our series and others 
previously published. Some of these reflect a selection 
exercised by local factors which operate to exclude 
particular types of injury, especially the more severe 
injuries which do not easily survive transport over long 
distances. Such selection is most likely to operate in large 
cities with several hospitals, particularly where patients 
with the more severe injuries are likely to be admitted 
to non-teaching or other hospitals, where the clinical 
material has been less available for analysis and review. 
In contrast patients with such injuries who reach the 
Birmingham Accident Hospital probably constitute 
an increasingly high proportion of those who have 
sustained the more severe injuries in the City of 
Birmingham. 

An additional process of selection has brought patients 
from outlying areas. These have arrived late, have had 
associated injuries, or have had unusually severe injuries 
treated by a mobile surgical team sent to an outlying 
hospital before they were transferred to this hospital. 


Survivals 


The abdominal injuries found in 83 patients surviving 
exploration are classified in table tv. The effect of a 
policy of exploration on mere suspicion is reflected in the 
large number of patients for whom no useful intra- 
abdominal operation was found necessary. Of the 12 
patients in whom no obvious explanation for signs or 
symptoms was found on laparotomy; 3 had known 
injuries of the chest; 3 had fractures of the spine or 
of the pelvis ;. 2 had associated head injuries obscuring 
the clinical picture (1 of these had received morphine 
gr. 1/, while still unconscious before admission and 
might well not have come to laparotomy without this 
added complicatign); 1 showed increasing abdominal 
guarding, with shoulder-tip pain on pressure below the 
left costal margin; 2, aged 74 and 48, were observed 
for several hours before exploration was done; and 1 
is described as follows : 


Case 1.—A child, aged 7 years, was struck on the left side 
of the chest. He developed increasing pain during four hours 
under observation. He was not tender over the chest wall, 
but tenderness and guarding were present in the left upper 
abdomen. On admission he was pale and cold and had vomited 
once, 


In many of the 12 cases in which laparotomy showed 
that no useful operation was possible unusual clinical 
features made the diagnosis difficult. 


2 patients had fractures of the pelvis. Abdominal pain and 
guarding were confined to the upper abdomen, although in 
each case laparotomy disclosed a retroperitoneal hematoma 
low down in the pelvis. 

In 4 cases laparotomy revealed a little free blood in the 
peritoneal cavity with no indication of its source. 

In at least 3 cases laparotomy produced negative findings 
in the presence of a fractured rib without further chest 
complaint. 


5 
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TABLE I-—-AGE-DISTRIBUTION 
(ee CE nd whe sere Died 
= Surv re d : co ee A without Total 

(yr. aparotomy | laparc n) laparotomy 
ee 0 4 <A “ 3 4 
5-14 22 3 2 27 
15-44 | 42 11 3 56 
45-64 | 15 7 2 24 
65 or more | 3 3 3 9 


Total | 83 24 13 120 


One patient, who underwent laparotomy because of pro- 
gressive pain and tenderness beneath the left costal margin 
in the presence of severe bleeding from multiple facial lacera- 
tions requiring immediate blood-transfusion, was found to 
have a major traction injury of the cervical nerve-roots, 
incomplete in so far as the 4th, 5th, and 6th roots were con- 
cerned. He later developed a painful spasmodic torticollis. 
I believe that the traction injury irritated the phrenic nerve 
and produced symptoms referred to the abdomen, a reversal 
of the normal reference of pain from the diaphragm to the 
shoulder. Schrire (1942) reported the negative result of a 
laparotomy done on a patient later shown to have a fractured 
cervical vertebra as the only significant lesion. 


In several cases small tears of the mesentery were 
sutured. In 2 cases the only lesion found on laparotomy 
was a split of the outer coats of a fixed portion of the 
gut down to the mucosa. In 1 of these the lesion was not 
discovered until the retroperitoneal surface of the splenic 
flexure had been reflected forwards during the explora- 
tion of a retroperitoneal hematoma. Repair of the 
muscular coat in these latter injuries has almost certainly 
prevented late perforation in an area where clinical 
diagnosis can be difficult and the prognosis grave. 

Most patients with retroperitoneal hematoma or 
contusion of the mesentery presented with a silent 
abdomen, persistent tenderness, and guarding. Laparo- 
tomy was sometimes done because associated injuries— 
e.g., multiple lacerations and open fractures—made 


TABLE II-—-SEX AND AGE DISTRIBUTION 








| Died | Died 
Survived } 
after without Total 

ase laparotomy laparotomy | laparotomy 
q uM | OF } M } ¥Fi|mMmi|ri|m™ | F 
0-4 {— | — |— | ¢ 1 3 1 
5-14 20 2 | 3 o\/—} 1 1 24 3 
15-44 35 7 10 chine 48 8 
45-64 13 gf .®@ 1 2({(-— 21 3 
65 or more Ra die Bed Oe} ee bh By. be 6 3 





| . . " — ae a a ———EE 


Total | 70 





transfusion, surgery, and general anwsthesia advisable 
before an abdominal lesion could be excluded. 


Viscera Affected 
KIDNEY 


Lesions of the kidney which have come to surgery 
have been included in this series because most of them 
either were associated with minor lésions elsewhere 
in the abdomen or presented signs and symptoms 
suggesting an intra-abdominal lesion. Usually a policy 
of conservatism was adopted with injuries that could 
confidently be localised to either the kidney or the peri- 
nephric space. Some of these were operated on for either 
continued hemorrhage or systemic deterioration. In 
3 young children deterioration has been associated with 
persistently raised blood-pressure, which fell quickly to 
normal after nephrectomy. In 6 cases the kidney was 
found split im half, and in most of the cases in which 
surgery was delayed there was evidence of infarction in 
the kidney tissues adjoining the tear. In 4 cases 


exploration of the perinephric space revealed damage 
nephrectomy ; 


to the kidney which did not warrant 
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such kidneys were left in situ, and the perinephric fascia 
and peritoneum, if opened, were closed again. 


SPLEEN 

Rupture of the spleen was the only significant 
abdominal injury found in 27 of these patients, and in 
only 12 was it unassociated with injuries elsewhere, 
making diagnosis difficult (table v): 10 had chest 
injuries with fractures of the ribs; 3 had fractures of 
either the pelvis or the spine ; 3 had cerebral concussion ; 
and 2 had a massive retroperitoneal hematoma extending 
into the mesentery. Several patients had also multiple 
lacerations. 

These patients with rupture of the spleen presented 
many different signs and symptoms. In several of them 
the abdominal signs were much less evident than in 
patients who had undergone laparotomy which produced 


TABLE III—CAUSAL VIOLENCE 











} Died | Died | 
Type of violence st, after h without | Total 
aparotomy laparotomy) 
Minor twist a -- — 1 
Minor falls ‘ 16 1 | — 17 
Road accidents 41 14 ll 66 
Pinned by other vehic les 4 1 1 6 
Falls from a height. . 9 3 1 :. EB 
Struck by heavy weights 8 5 | —- 13 
Caught in machines 2 _ | ~ 2 
Fall down lift-shaft , 1 — | _— 1 
Buffeted about on a — | 
at sea } 1 ice wit 1 
Total .. ne 83 ! 24 | 13 120 








negative findings. In 3 cases the only abdominal signs 
associated with rupture of the spleen were confined to 
the right side of the abdomen. 


Gase 2.—A small boy, aged 10 years, fell 6 ft. from the 
branch of a tree, and landed on his feet but twisted himself in 
the process. On admission two hours later he complained of 
abdominal pain and was found to have tenderness and guarding 
in the right iliac fossa only. At laparotomy the only lesion 
found was rupture of the spleen. 

Case 3.—Another child fell over in the road in front of 
a light vehicle, which passed over the upper part of his right 
thigh. He complained of pain in the right iliac fossa, where 
guarding and tenderness were present. At laparotomy local 
bruising of the abdominal wall was found, but the only 
significant lesion was extensive rupture of the spleen. 


On 5 occasions symptoms of rupture of the spleen 
developed late, and laparotomy was done from two to 
four days after the injury. Several of these patients 
with delayed rupture of the spleen had no abdominal 
Signs, even after it was clear from other evidence that 
there was severe internal bleeding. Most of these patients 
with late rupture of the spleen had a much stormier 
passage than those diagnosed and operated on early, 1 
developing a lung abscess. Significant chest complications, 
including atelectasis, interfered with the recovery of 
11 of the 27 patients who survived ; 5 of these were not 
associated with fractured ribs or other evidence of 
thoracic trauma. 


TABLE IV-—CLASSIFICATION OF ABDOMINAL INJURIES FOUND 
IN PATIENTS SURVIVING EXPLORATION 














Injury | No. 
Ruptured spleen hie és Sk si : 27 
Ruptured spleen and pane reas r. wid mm. =a 1 


Ruptured liver 8 
Ruptured liver, spleen, and intestine Kn es 1 
Ruptured intestine and spleen . + ch se 1 
Ruptured intestine and stomach 1 
Ruptured intestine és “fs =4 ae 5 
Ruptured kidney ‘ ge ake "4 a bie 10 
Tears of mesentery, &e. | 





5 

Retroperitoneal hematoma : mesenteric hematoma « or 
other lesion not requiring ey 12 
No abnopmality detected é.0 in om ie 12 
Total — pe o's “ “% oe bie 83 
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TABLE V-——EXTRA-ABDOMINAL INJURIES COMPLICATING 
RUPTURE OF SPLEEN 


Complications No. 
Fractures of pelvis 
Fractured sacrum and lumbar spine 
Fractured ribs .. 
Fractured ribs and ot her injuries 
Cerebral concussion 
None ° 





£5 Ore Om -~ | 
ROW Or Ore bo | 
| 

| 


_ 


Usually we did not defer operation on a patient with 
suspected rupture of the spleen until progressive bleed- 
ing had produced a rising pulse-rate and a falling 
blood-pressure. Only 2 of these 27 patients had systolic 
blood-pressures of less than 100 mm. Hg on admission. 
In 1 of them and 4 others the systolic blood-pressure 
fell during observation. 

LIVER 

In 8 patients the liver suffered most of the intra- 
abdominal damage: in 3 the torn liver was left alone ; 
in 1 a loose segment of the liver was removed at explora- 
tion and the adjacent liver tissue was sutured; in 2 
a tear of the liver was packed with gauze ; in 1 a 4-inch 
tear of the liver was successfully sealed off with gelatin 
sponge ; and in 1 a hematoma of the liver was evacuated. 
The liver was effectively sutured in 1 patient with an 
associated major lesion of the gastro-intestinal tract. 


PANCREAS 


Case 4.—A housewife, aged 38, was admitted with an 
open fracture of tibia and fibula and multiple lacerations 
sustained in a road accident. She did not complain of 
abdominal pain, and on examination no abdominal tenderness 
or guarding was found. Her general condition did not suggest 
any significant deep lesion. Two days after admission and 
operation on her leg she complained of right-sided abdominal 
pain, which became suddenly worse during the next three 
hours. She had a white-cell count of 25,000 per c.mm. and 
was diagnosed as having either acute appendicitis or chole- 
cystitis, although the possibility of abdominal trauma was 
recognised. Laparotomy revealed a ruptured spleen associated 
with massive hemorrhage and with transection of the pancreas 
one inch from the tip., 


GASTRO-INTESTINAL TRACT 


8 patients of those who survived laparotomy presented 
major intestinal lesions : 


Case 5.—A man, aged 74, survived a perforation of the 
small intestine in a hernial sac. 


Case 6.—A plumber, aged 29, struck in the abdomen 
while playing football, sustained a tear of the jejunum near 
its upper end, This was successfully sutured at laparotomy. 
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Case 7.—A man, aged 24, was run over by a car. Laparo- 
tomy revealed a perforated cecum and several slits in the 
anterior surface of the rectum down to the mucosa. Radio- 
graphy had shown no gas under the diaphragm in the erect 
position, and bowel sounds were present before operation. 


Case 8.—A railwayman, aged 50, was crushed between a 
car and a lorry. On admission an hour after injury he was 
pale, cold, and restless. His blood-pressure was 115/55 mm. Hg, 
and pulse-rate 50, and he complained of severe abdominal pain. 
His abdomen was rigid all over. At operation within an hour 
of admission his belly was full of blood, and he was found to 
have ruptured his spleen, torn his jejunum almost completely 
across in two places, and completely ruptured his descending 
colon. The spleen was removed, the small intestine sutured, 
and the lesion of the colon exteriorised. He received a trans- 
fusion of 10 bottles of blood,t in spite of which his hemoglobin 
decreased from 13-89 per 100 ml. on the day after operation to 
10-7 g. per 100 ml. on the third and fourth days. 

Case 9.—A boy, aged 16, was knocked down by a lorry 
whilo riding a motor-cycle and walked into the admission 
department complaining of relatively minor abdominal pain. 
His abdomen was diffusely tender, and guarding gradually 
increased. Laparotomy showed the right lobe of the liver 
split to a depth of 3 inches, the spleen shattered, and an 
oblique tear 2 inches long in the second part of the duodenum 
This last lesion, which was essentially extraperitoneal, was 
partly exposed through a tear in the peritoneum on the 
outer side of the duodenum. The liver was satisfactorily 
sutured, the spleen removed, the duodenum sutured in two 
layers, and the peritoneum brought together over its surface, 
The patient received a transfusion of 9 bottles of blood, with 
no subsequent fall in hemoglobin level. Recovery was rapid 
and uneventful. | 

Case 10.—A welder, aged 31, was treated by a mobile 
team at an outlying hospital for abdominal injury complicated 
by cerebral contusion and fractures of five ribs and the shaft 
of the right humerus, He was given 13 bottles of blood before 
and during laparotomy, at which a 4-inch tear of the anterior 
wall of the stomach was sutured and a ruptured spleen removed. 
Recovery was complicated by a subphrenic abscess, but he 
was discharged from hospital two months after the injury. 


Case 11.—A steel erector, aged 27, caught between a lift 
and its shaft, sustained a laceration exposing both testicles. 
His general condition was excellent, but his abdomen was 
rigid all over. At laparotomy a 2-ft. length of his ileum was 
found completely separated from its mesentery. This section 
of the gut was resected. He received a transfusion of 5 bottles 
of blood. His hemoglobin level fell from 11-7 g. per 100 ml. 
on the day after operation to 8-5 g. per 100 ml. two days 
later. 





A labourer, aged 56, was hit in the stomach and 
pinned against a wall by a heavy tank being hoisted in chains. 





+ A bottle contains 440 ml. of blood and 100 ml. of sodium citrate; 
about 400 ml. reaches the patient. 


TABLE VI-—DETAILS OF DEATHS WITHOUT EXPLQRATION 

















ase | Age . . vee ws P . Z FAP Sa Transfused | ‘ 
no. | (yr.) Cause of injury Abdominal injury Associated injuries (bottles) Time and mode of death 
13} 4 } Knocked down by| Rupture of jejunum, | Fractured tibia fibula, mul- 18 hr. peritonitis from trau- 
| motor-cycle laceration of spleen | tiple lacerations matic rupture of jejunum 
26 | 19/,,| Run over Details unknown bse Moribund on admission 
27 | Run over Massive tear of liver Died in coma 20 min. after 
} } admission 
28 6 | Knocked over by| Ruptured liver and right | Right hemothorax, closed | 2 of blood Admitted in severe shock, 
| car kidney sractanes rt. humerus and in 40 min. died 70 min. after admission 
} } emur 
29 | 7 | Knocked down by Ruptured liver Fractured rt. femur, skull, 1 of blood | 16 hr. after admission, pul- 
| car | and 3/9 rt. ribs | monary cdema and severe 
| head injury 
30 | 16 | Run over by car Laceration of liver | Fracture rt. ribs, rt. hemo- 10 min. after admission 
| | thorax, laceration of lung ; 2a 
31 | 24 | History unknown, Ruptured spleen Bilateral heemothorax | Moribund on admission 
32 | 34 | Motor-cycle| Ruptured spleen | oe ; Died before transfusion could 
| accident H be started 
33 | 52 | Hitbylightengine, Ruptured spleen | Fractured spine, transection 2 of blood, | Died in ambulance, ? rupture 


of cord, thoracic injury 
Severe chest injury 
Fractured It. ribs with heemo- 


34 ? Road accident | Ruptured liver 
: Knocked down by | Ruptured kidney 


“~ 
or 
a 
Or 


of trachea 
wa Soon after admission 
3 of blood 1 hr. 20 min. after admission 


1 of plasma 


| | car thorax, fractured pelvis, 
| } fractured clavicle 


36 | 75 | Knocked down by’ Pulped liver 
7 


small intestine, retro- 


storey window 4 
peritoneal hematoma 


. Fractured ribs, and rt. hum- 
| car erus, dislocated rt. knee 
Fell from i[st-, Bruising of mesentery of | Severe head injury, fractured 


9 of blood 2 hr. after admission 


1 of blood | 4 hr. after admission, head 
olecranon and radius injury and lung complica- 
tions 
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| 
Case | Age 


Cc injury 
no. |(yr.) ause of injury 


Abdominal injury 


Slipped on ice, | Rupturea spleen Nil 


sentery 


ORIGINAL 


Associated injuries 
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TABLE VII—-DEATHS FOLLOWING EXPLORATION OF SLIGHT AND MODERATELY SEVERE ABDOMINAL INJURIES 


Time from 
injury to 
operation 

) 


‘Trans- 
;,,, | Time of 

usic | 

fusion th | 


Cause of death 
| (bottles) | °° 





14 | 34 24 (22"/, from 5 | 3rd day | Spontaneous subarach- 
} got shopping | injury to | noid hemorrhage 
basket under | admission) | 
ribs } 
15 | 49 | Furniture fell | Ruptured small bowel Nil 4 Nil 24 br. | Circulatory failure sec- 
} | _on abdomen into hernial sac 1 | ondary to peritonitis 
16 | 68 | Knocked down | Nil : Fractured ribs and | Not recorded 6 2ndday| Pulmonary cdema, 
| by car | | pelvis, head injury head injury 
38 | 5 | Runover by bus | Superficial tear of | Fractured pleura, It. | 13°), | Unknown} 2nd day} Atelectasis, pulmonary 
| | | kidney and spleen | heemothorax | | congestion, and 
} : } | cedema 
39 | 50 | Mining accident, | Tearoflowerjejunum, | Fractured pelvis | Many hours 4 2ndday| Pulmonary cedema, 
struck by tubs} tear of mesentery ' | from Cot- | heart-failure 
| of small bowel com- | | tage Hos- | 
municating with | pital | 
| fracture | | 
40 | 52 | Road accident (| Small rupture of | Fracture ofrt.clavicle, | oe 9 2nd day Atelectasis and 
| spleen retroperi- | mid-shaft of It. | |} pulmonary cdema 
| toneal hematoma humerus, iliac | | 
crest, It. ribs, and 
} | skull | 
41 | 55 | Road accident Ruptured kidney | Multiple fractures of | 7 7 24 hr. | Atelectasis, pulmonary 
| It. ribs, extensive | | edema 
|  heemothorax, frac- | 
| | ture of lt. upper ' 
| | | humerus 
42 62 | Hit by crate Ruptured spleen Multiple fractures of 5"/, 9 4th day | Acute bronchopneu- 
| ribs monia (pre-accident 
| . silicosis) 
43 | 69 | Crushed between | Tear of mesentery of | Fractured pelvis 12 (explora- 3 | 24 hr. | Gangrene of bowel, 
car and lorry small intestine | tion of It. | | dissecting aneurysm 
| | iliac artery) of It. common ac 
| | | artery with throm- 
| - | | bosis 
44 | 71 | Road accident l-inch tear of middle | Fractured tibia/fibula 2°/4 6 |} 24hr. | Cardiac failure, 
| ileum, bruised mes- and ribs peritonitis 





On admission twenty minutes after injury he was pale and 
cold His blood-pressure was 105/60 mm. Hg, and pulse- 
rate 72, and he complained of severe abdominal pain. His 
abdomen was rigid in both lower quadrants. He was operated 
on two hours after admission and found to have a ruptured 
descending colon, the tear extending into the mesentery to 
the midline. He received a transfusion of 10 bottles of blood 
before, during, and after the operation. Recovery was com- 
plicated by abdominal distension and rupture of the wound. 
This was closed, and uneventful recovery took place. 


Without Surgery Deeths 

Of the deaths which took place without surgery 
(table v1) only 1 can be attributed to an error of diagnosis : 

Case 13.—A boy, aged 4 years, knocked down by a motor- 
cycle, was adrnitted to the Birmingham Accident Hospital 
as a transfer from another hospital two and a quarter hours 
after injury. On admission he was conscious, pale, and cold. 
His pulse-rate was 144 and blood-pressure 90/40 mm. Hg. 
He had several lacerations of the scalp and fractured right 
tibia and fibula. The scalp lacerations were sutured under 
local anesthesia, and the fracture gently manipulated 
and put in plaster. He complained of abdominal pain on 
admission and had vomited in the ambulance. There were 
no abdominal signs, and bowel sounds were present. He was 
kept under observation for several hours, during which his 
pulse-rate settled to 120 and blood-pressure rose to 
94/64 mm. Hg. His general condition appeared excellent. 
His abdomen remained soft, and bowel sounds were present. 
Next morning he collapsed. Guarding was present in the 
right upper quadrant, and bowel sounds were absent. He 
was given nikethamide but deteriorated rapidly and died 
forty minutes later. At necropsy an incomplete tear of the 
upper end of the jejunum was found, with early general 
peritonitis. 

Of the remaining patients who died without explora- 
tion 9 had associated injuries elsewhere sufficient them- 
selves to have been lethal, 2 small children were practically 
moribund on admission, and 1 motor-cyclist, aged 34, 
died before transfusion could be started. 


After Exploration 

Of the patients who died after operation for abdominal 
injuries which were thought to carry a reasonably good 
prognosis (table vit) 1 had an apparently uncomplicated 
ruptare of the spleen : 


Case 14.—A housewife, aged 34, slipped on an icy pave- 
ment and fell, her shopping-basket being forced under her 
left ribs. She reached hospital twenty-two hours later and 
was operated on for a ruptured spleen as an acute emergency. 
There was extensive hemorrhage and she received a trans- 


fusion of 5 bottles of blood. She died next day from 
spontaneous subarachnoid hemorrhage. 


1 patient died after a relatively simple bowel injury : 

Case 15.—A furniture-remover, aged 49, was admitted 
with a ruptured bowel in a hernial sac and was operated on 
four hours after the injury. He died twenty hours later from 
circulatory failure and peritonitis. 

The remaining patients who died after exploration 
for moderate abdominal injuries had associated lesions 
which contributed to the fatal outcome. In at least 1 
of these, a miner, aged 50, many hours’ delay in transfer 
from an outlying hospital, without blood-transfusion, 
may well have contributed to his death on the second 
day from pulmonary edema and heart-failure following 
a tear of the lower jejunum, a severe tear of the mesentery 
of the large bowel, and a fractured pelvis. 1 patient 
in this group was recognised as having a vascular lesion 
of the left iliac artery, which was explored and submitted 
to embolectomy. Necropsy revealed a gangrenous 
section of bowel resulting from a tear of the mesentery, 
together with a dissecting aneurysm of the left common 
iliac artery with thrombosis. The high average age of 
this group must also be considered as a factor entering into 
any assessment of the significance of mortality figures. 

Only | patient died after a laparotomy which revealed 
no lesion for which anything useful could be done : 


Case 16.—A man, aged 68, knocked down by a lorry, was 
admitted to hospital fifteen minutes later, pale and cold, 
with a blood-pressure of 80/0 mm. Hg. He had abrasions 
and bruises over the right iliac crest and guarding of the right 
upper quadrant of the abdomen. Bowel sounds were present. 
His abdomen was distended. He was disoriented and did not 
answer questions. His abdomen soon became rigid all over, 
and his pulse imperceptible. He was thought to have intra- 
abdominal bleeding complicated by damage to his brain. 
A blood-transfusion was started, and his general condition 
improved after 4 bottles of blood. Transfusion was continued 
and laparotomy done. No abnormality was detected other 


than a fracture of the right iliac crest. He received altogether 
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fi bottles of blood, and his circulation after laparotomy appeared 
to be stabilised. He became progressively less conscious, 
developed pulmonary cedema, and died two days after admis- 
sion, Necropsy revealed acute p onary congestion, 
moderately severe damage to the brain, and fractures of the 
right side of the pelvis and left lower ribs. 

Of the deaths which followed more severe abdominal 
injuries (table vim) 3 took place during exploration. 


Case 17.—A boy, aged 12, knocked down by a lorry, 
was admitted twenty-five minutes after the injury. After trans- 
fusion with 7 bottles of blood his general condition appeared 
to be stabilised, and he was taken to the theatre. His heart 
stopped immediately after the induction of anesthesia, 
and cardiac massage was ineffective. He was found to have 
fractures of the humerus, the 7th—12th left ribs, and the pelvis, 
and a large tear of the diaphragm associated with considerable 
intra-abdominal bleeding. 

I believe that release of intra-abdominal pressure may 
have allowed the liver to fall away from the hole in the 
diaphragm, thus interfering with the balance of intra- 
thoracic pressure, with reflex cessation of the heart. 


Case 18.—A schoolboy, aged 11, knocked down by a lorry 
and admitted in a state of severe collapse, improved after a 
major transfusion. He was found to have a rupture of his 
abdominal muscles, a fractured pelvis, and a complete rupture 
of his membranous urethra. A 4-inch tear of the right 
diaphragm extended into a hepatic vein at its junction with 
the inferior vena cava. At laparotomy the diaphragmatic 
tear was noted immediately, and a large pack was inserted 
between the liver and diaphragm before the rest of the 
abdomen was explored. At this stage of the operation it was 
not clear that the main source of the continued bleeding 
was obscured by this manceuvre. 


Case 19.—A man, aged 25, was admitted in a state of 


extreme collapse after a crush injury of the abdomen. 
Laparotomy was delayed for several hours, during which his 
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condition Share slowly © while 4 bottles of blood was given. 
On laparotomy massive hemorrhage was found. Though 
the source of this was located within a very short time, 
bleeding continued and the administration of 8 more bottles of 
blood did not arrest deterioration. Necropsy revealed avulsion 
of the portal vein from inside the portal fissure. 

These 3 patients show the kinds of lesion which may 
be found at laparotomy where resuscitation is achieved 
by transfusion in patients who in the past would probably 
never have reached surgery at all. 


Case 20.—A milk-roundsman, aged 34, was kicked by a 
horse and run over by a heavily laden milk-cart. In spite of 
rupture of the liver and hepatic and renal veins, bilateral 
hemothorax, fractures of the left ribs and right humerus, 
he survived laparotomy and packing, and lived twelve hours 
with the help of more than 50 bottles of blood. 


It might well be argued that the hopelessness of case 20 
could have been recognised before such a demand was 
made on the Regional Transfusion Service. In the case of 
lesser injuries, however, we are convinced that such 
heroic efforts are justified. 

5 patients died after laparotomy at which the major 
abdominal injury was found to comprise severe damage 
to the liver. 4 of them had also significant thoracic 
injuries. The 5th case : 


Case 21.—A mechanic, aged 33, fell off a scaffold and was 
admitted half an hour later clearly with a severe abdominal 
injury. He improved slowly with transfusion, and three 
hours after injury he was operated on with the aid of 15 bottles 
of blood. He died on the fifth day with severe jaundice and 
extensive liver necrosis. 


One patient survived laparotomy for a ruptured 


spleen and extensive splitting of the liver but died four 
days later from a traumatic cerebral lesion, 


TABLE VIII—DEATHS FOLLOWING EXPLORATION OF SEVERE INTRA-ABDOMINAL INJURIES 


















































| Time from ine 
' ase | Age) Cause of Abdominal injur Associated injuries | injury to Time of Cause of death 
no. \(yr. y injury | ‘i | | operation (botties)| death 
17 | 12 | Hit by lorry Diaphragmatic tear with | Fractured humerus, ribs | 3'/, hr. | 7 Cc table| Heart stopped immedi- 
extensive hemorrhage | 7/12, and pelvis } } ately after induction 
? liver fell away from 
| ? hole in diaphragm 
18 | 11 | Knockeddown| Tear of diaphragm, | Rupture of abdominal 2 hr. i 13 On table| Uncontrolled heemor- 
| by lorry extending into hepatic muscles, fractured pel- | - rhage 
| vein vis, ruptured urethra | 
19 | 25 | Road accident! Torn portal vein Nil 8*/, hr 12 | Ontable} Uncontrollable hemor- 
} rhage 
20 | 34 | Kicked by | Ruptured peers hepatic | Fracture of lt. 6/8 ribs and 2 hr. 52 | 24 hr, Uncontrollable hemor- 
horse, run and renal veins humerus, bilateral | | rhage 
| over by heemothorax \ | 
| milk van | | | 
21 33) Fall from |} Severe tear of right lobe | Nil } Shr, } 15 5th day | Liver necrosis 
|  geaffolding of liver ; 
22 20 | Hit by lorry Ruptured spleen, rt. |} Fractured rt. ribs, trans- 2 hr. } 15 }|10thday) Anuria, thrombosis of 
} | kidney, and ureter verse processes, and 20 min. | } It. renal artery 
torn psoas muscle | 
23 61, Pinned by | Tear of transverse meso- | Nil 4 hr. 2 9th day | Peritonitis, leaking duo- 
trap-door colon, 3rd part duo- denum, bronchitis 
{ | See, and posterior { 
ver 
24 | 19 | Hit by pack-| Ruptured liver, tear of | Lacerated scalp, brain 2 hr. 15"/, | 17 hr. | Prolonged operation 
ing-case mesentery, complete contusion } ' 
tear of duodenojejunal | 
| flexure, transverse | 
colon devascula: } } } 
25 | 39 | Run over by | Laceration of liver, rup- | Fractured It. tibia/fibula, | 2 hr. 12 | ena day| Secondary collapse, 
lorry ture of small intestine, | femur, ribs, rt, heemo- | hemorrhage from 
\ gross damage 0 es- | thorax, fractured pelvis } both suprarenals 
| cending and pelvic | 
| colon, rupture of dia- | 
45 | 36 Fall from} Pulped upper surface of racture of 2/9 ribs, | Not 9 + 5th day} Atelectasis, pneumonia, 
' scaffolding liver ¥"hiiateral heemothorax, recorded | 4 later infected hemothorax, 
\ \ fractured sternum | peritonitis 
46 | 36 | Pinned under | Ruptured spleen, bare | Cerebra) contusion 3 hr. 10 4th day} Petechial eruption of 
bus area of liver stripped | brain, pulmonary ate- 
from diap | | lectasis and cedema, 
| | bilateral adrenal 
| | heemorrhage, uremia 
47 | 39 | Crushed _ be- | Ruptured liver Heemopericardium | 2*/,hr. | 20 | 2nd day | Hemopericardium 
] ue lone | | | 
48 | 42 Fall between | Shattered liver, small Bilateral! hemothorax Shr. | 24 | 24hr. No complete recovery 
| train and rupture of spleen | | from shock 
\ atform | H 
49 56 Teepped be- | Ruptured liver | Fracture of lower It. ribs, | Late, for | }1 month | Hepatic degeneration 
| | tween two | with pneumothorax, jsubphrenic | 
| lorries rt. heemothorax, frac- | abscess 


| 


} 
| 
| 


ture of It. elbow 
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Case 22.—A fireman, aged 20, was struck on the right 
flank by a lorry. Laparotomy revealed a ruptured right kidney 
with a complete tear of.the renal vessels, a shattered spleen, 
fractures of the right lower ribs, and a tear right across the 
right psoas muscle, with avulsion of the transverse processes. 
He was given 7 bottles of blood before, and a further 8 bottles 
during and after, the operation, at which the right kidney 
and the spleen were removed. His general condition remained 
excellent for several days, but he never passed urine again 
and died from anuria. Necropsy showed complete thrombosis 
of the remaining renal artery. 

Case 23.—A scrap-metal worker, aged 61, died after the 
repair of a tear of the third part of the duodenum operated 
on within four hours of injury. The suture line had leaked. 
This perhaps can be attributed to the extent of damage 
to the gut at a distance from the split. 

Rupture after suture could possibly have been avoided 
by closure of the duodenal lumen and gastro-enterostomy. 


Case 24,—A storekeeper, aged 19, was struck in the abdomen 
by a packing-case. He was admitted to hospital an hour after 
injury and operated on one and a half hours later. He was 
found to have a laceration of the liver and a severe tear of the 
mesentery and duodenojejunal flexure with complete non- 
viability of a section of the jejunum. The whole of the trans- 
verse colon was devascularised. Extensive resection of the 
intestine and gastro-enterostomy were done. The transverse 
colon was exteriorised. A long operation was made longer 
by difficulty in closing a transverse incision. This had given 
excellent access, but in the early days of really adequate 
transfusion it had not been fully recognised by the anes- 
thetist that such patients require full anesthetic dosage to 
obtain relaxation. The operation lasted three hours, and he 
died next day. 

Case 25.—A man, aged 39, run over by a lorry, reached 
hospital within an hour and was operated on. some hours 
later. He had a small laceration of the liver, a tear of the 
small intestine, devascularisation of the descending colon 
from damage to the mesentery, fractures of the tibia and 
fibula, femur, pelvis, and ribs, a right hemothorax, and a 
small tear of the left diaphragm posteriorly. He received a 
transfusion of 12 bottles of blood and died after two days. 


Discussion 

I believe that the evidence here presented confirms 
the necessity for early surgery even in the absence of a 
sure diagnosis. In this series 1 patient died without 
surgery, as a result of an error in diagnosis. No death 
took place after deliberate expectant . treatment of 
abdominal injuries. Only 1 patient died after laparotomy 
not followed by further surgery. 

The over-all mortality figures from published series 
can be misleading because of variations in the organisa- 
tion responsible for patients arriving at a particular 
hospital or a particular department. A recent survey 
of 200 consecutive abdominal injuries from the Massa- 
chusetts General Hospital (Welch and Giddings 1950) 
claims for non-penetrating lesions a reduction of over-all 
mortality from 19-3% of 57 cases in 1930-37 and 18-6% 
of 59 cases in 1938-42 to 3-6% of 56 patients in 1943-47. 
No-one will deny that blood-transfusion, gastric suction, 
antibiotics, modern techniques of anesthesia, and a 
better appreciation of the fluid and dietary needs of the 
postoperative phase have contributed to the treatment 
of intra-abdominal injuries, provided that they are 
operated on in time. The Boston report does not, how- 
ever, make it clear that the cases are comparable during 
the different periods between which comparisons have 
been made. Nor can one assume that such a series is in 
any way comparable to the present series, because 
45-5% of the 200 Boston cases were injuries to the 
kidney, of which only a few came to laparotomy: in 
16 the findings on laparotomy ‘did oi justify the 
procedure.” In 16 cases treated conservatively with a 
diagnosis of injury to the abdominal wall severe com- 
plications often followed. In 2 cases abdominal injuries 
were diagnosed in restrospect. A 3rd patient treated 
conservatively developed a pelvic abscess, and 2 died 


with proved visceral injuries which would have been 
relieved by surgery. Early surgery has probably con. 
tributed to the improved mortality of the later period, 
but no account is given of the process of selection by 
which injuries in the City of Boston and its vicinity 
reached the public or the private wards of this particular 
hospital. 

I am convinced that the Birmingham Accident Hos- 
pital receives a larger proportion of such severe injuries 
in time to consider surgery than has been the case with 
most of the series previously published. Comparisons 
between published series make it clear that valid 
statistical findings would have to be based on thousands 
rather than hundreds of closed abdominal injuries. 
Recently published reports in this country contain 
many accounts of 1, 2,.3, or more case-histories selected 
to make particular points of interest. They deal with the 
nature of the causal violence, the difficulties in diagnosis, 
and the success or failure of particular forms of treat- 
ment. Laparotomies which produced negative findings 
are never reported for their own sake, and individual 
straightforward successes are not reflected in most of 
the reports reviewed. Whatever the statistical evidence 
available, however, it must surely be recognised that the 
early treatment which succeeds in preventing late 
perforation of a damaged intestine is probably life- 
saving, and that the results of failure to diagnose such 
damage are serious, whatever ancillary aids to surgery 
may be developed in the future. Successful arrest of 
severe bleeding by surgery is clearly justified, and delay 
equally dangerous. In assessing our over-all policy 
we must weigh the harm done by laparotomy with 
negative results against the risk of conservative treat- 
ment. The risk is there, whether we are dealing with 
rupture of a hollow or a solid viscus. Clinical evidence 
of major blood-loss already indicates a potentially 
dangerous state of affairs even with full modern ancillary 
treatment available. The most severe injuries, which 
may require extensive surgery, will stand a reasonable 
chance of survival only if operated on early. We cannot 
afford to wait until deterioration in the patient’s general 
condition forces our hand. No particular diagnostic 
tests or techniques have any absolute validity. Serious 
abdominal injuries may be present with no abdominal 
signs or symptoms. Perforations of the hollow viscera 
have been found without radiological evidence of gas 
in the peritoneum and with bowel sounds present. 
Hemoglobin levels are useless as an early guide to the 
presence of concealed bleeding. 

In patients who appear fit on reaching hospital with 
a clear history of abdominal injury and with no significant 
damage elsewhere the risks of laparotomy are minimal. 
In such fit patients a period of observation extending 
over a few hours is often justified. Prolonged observa- 
tion in the presence of genuine suspicion that signs or 
symptoms may be due to intra-abdominal lesion may 
postpone surgery until a point when the risk attending 
laparotomy has already begun to increase. We have 
found in practice that such straightforward problems 
comprise but a minority of real or suspected cases of 
closed abdominal injury. Review of the published 
cases does not fully show the frequency with which 
associated lesions add to the complexities of diagnosis 
and treatment. Abdominal injury and injury to the 
chest wall are often associated in crushing injuries at the 
level of the diaphragm. Intra-abdominal lesions can be 
clinically indistinguishable. from the effects of retro- 
peritoneal bleeding associated with fractures of the 
nelvis or of the lumbar spine. Minor cerebral concussion 
can mask the symptoms of associated lesions. Any 


painful local traumatic lesion can inhibit the reactions 
of a patient to a less painful lesion elsewhere. Associated 
fractures, bleeding from open wounds and lacerations, 
an exaggerated response to painful lesions outside 
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the abdomen—ail these can give rise to a state of so- 
valled shock. The relief of pain by drugs and the treat- 
ment of blood-loss by transfusion can mask the classical 
signs of developing abdominal hemorrhage and of 
peritonitis. In multiple injuries, moreover, time is not 
necessarily on our side. Associated lesions may require 
emergency surgery under general anesthesia, and an 
immediate decision must be made whether to explore 
the abdomen or not. Resuscitation, anesthesia, and 
surgery may produce a situation in which developing 
abdominal signs are obscured for many hours. 

In thoracic injuries with damage to the lungs, intra- 
thoracic bleeding, multiple fractures of ribs, or even 
pain from moderate trauma to the chest wall, particularly 
in elderly patients and in chronic bronchitics, the develop- 
ment of atelectasis, contusional pneumonia, or hemo- 
thorax is likely to lead to deterioration from the chest 
condition. With the passage of time the risks attendant 
on surgery and anesthesia may increase, without any 
lessening of the abdominal signs, whether they be due to 
an intra-abdominal injury or produced reflexly from 
thoracic damage. Treatment of painful chest injuries 
with local or intravenous procaine or other drugs may 
obseure the abdominal picture. On the other hand, 
increasing abdominal distension associated with retro- 
peritoneal or with mesenteric bleeding may increase 
respiratory difficulty and the dangers of laparotomy 
at the same time as they give rise to a growing suspicion 
that a serious abdominal lesion requirmg surgery may 
be present after all. To delay operation in the presence 
of thoracic injuries often means that the only opportunity 
for reasonably safe laparotomy has been missed. When 
thoracic, pelvic, or spinal injuries are associated with 
abdominal injury, laparotomy can only be postponed 
with the probability that its risk will increase steadily. 
When other injuries are known to be present which in 
themselves can excite abdominal signs, there is a clear 
case for an early decision, and mere suspicion must 
remain pre-eminently the basis for laparotomy. Some- 
times it has been possible to decide against laparotomy 
in the presence of abdominal signs by a simultaneous 
assessment of the patient’s over-all reactions to known 
associated lesions. Where any real doubt remains, 
however, the only legitimate time for exploratory 
laparotomy is early, if the patient’s over-all condition 
makes survival of the operation and the immediate 
postoperative period reasonably probable. 

In practice it is essential to bear in mind simul- 
taneously a large variety of possible traumatic lesions 
and pathological sequela, Hesitation to advise surgery 
or to seek the advice of experienced consultants may 
arise from an excessive desire to make a detailed diagnosis 
during the preoperative phase. This can be understood 
in the light of an approach to the teaching of surgery 
which treats lesions of intra-abdominal viscera as separate 
entities with individual clinical features capable of 
being dissociated one from another. In practice we are 
presented not with ‘‘a case of ruptured spleen’ but 
with a patient who may have an abdominal injury 
which may be dangerous if left alone. Aird (1949) 
deals with abdominal injuries as a whole solely in terms 
of the penetrating injuries of war. Closed abdominal 
injuries he deals with under the respective organs. 
Under treatment of injuries to the liver he does not 
distinguish between open and closed injuries but states : 

“‘ Tf injury to a hollow viscus can be confidently excluded, 
the management of liver injuries should be obstinately 
conservative.” 

These are strong words and may easily impress the 
student that there is a place for ‘‘ obstinate conservatism ”’ 
in closed abdominal injuries presenting evidence of 
peritonitic irritation and intra-abdominal bleeding. 
Even were it universally agreed that conservative treat- 
ment in closed abdominal injuries of the liver were 
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preferable, I believe that in the vast majority of patients 
it is impossible without laparotomy to diagnose damage 
confined to the liver. Damage to the kepatic flexure 
of the colon, for example, with or without retroperitoneal 
leaking may give rise in the early stages to a combination 
of signs and symptoms which might well be attributed 
to local damage to the liver. In fact, however, there is 
no general agreement that liver injuries should be treated 
conservatively, Lawson (1952) recognises the basis 
for the existence of a conservative school of thought. 


* Because through and through bullet wounds of the liver 
are best left alone, there is a misguided idea that operation 
is either never necessary or never of any avail in cases of 
ruptured liver.” 

Newell (1948) stated : 

“Traumatic rupture of the liver is a dangerous injury. 

All patients with massive hemorrhage die usually before 
surgery can be attempted. All of those with acute hemor- 
rhage die if they are not given the benefit of surgery.” 
From our own experience we are convinced that in 
massive hemorrhage of the liver surgery gives the only 
hope, and that in particular examples of moderate 
damage to the liver surgery may certainly be useful. 

Abdominal injury requiring surgery can rarely be 
ruled out on a single examination. A complaint of 
abdominal pain following injury is enough to warrant 
a period of observation which involves repeated examina- 
tion by an experienced surgeon... Deterioration of any 
kind in a patient suspected of an abdominal injury 
warrants serious consideration of exploration. Any 
state of collapse following trauma which suggests the 
possibility of severe internal bleeding must focus attention 
on the abdomen. There is no justification for a policy 
of expectancy which postpones surgery until rigidity 
is generalised or the progress of hemorrhage is indicated 
by a rising pulse-rate or a falling blood-pressure. If 
serious suspicion remains after an hour or two of careful 
observation, laparotomy is probably wise. 

There is. but one type of injury for which we remain 
convinced that a conservative attitude is desirable. 
The localised blow in the loin, associated with hematuria 
without a local mass and free from suspicion of involve- 
ment of other abdomfhal viscera, should certainly be 
treated conservatively. The primary indication for 
surgery in the presence of hematuria must be serious 
suspicion that other organs are involved or that bleeding 
is taking place freely into the peritoneal cavity. 

In this connection it is perhaps worth considering the 
mechanism of some abdominal injuries, particularly 
those due to crushing between lorries and beneath heavy 
weights. They illustrate the general difference between 
closed injuries and those due to penetrating wounds. 
Most closed injuries are associated with rotation, torsion, 
or shearing strain. This means that damage is often 
widespread. Fractures of the pelvis have been found 
associated with hemorrhage into the suprarenal glands 
and rupture of the diaphragm. Direct crushing injuries 
of the upper abdomen may involve mesentery, liver, 
diaphragm, kidney, suprarenal glands, and skeletal 
structures, sometimes in a single plane, sometimes much 
more diffusely distributed. On admission to hospital the 
history of injury may be unobtainable or unreliable. 
Usually we are often less clear of the over-all mechanism 
and direction of the extension of damage in closed 
injuries than in penetrating wounds, where the course of 
the missile can often be traced. 


HZ MORRHAGE AND TRANSFUSION 


When there is evidence of massive abdominal bleeding, 
laparotomy is indicated as part of the essential process 
of resuscitation. Yet such patients may be seen, within 
half an hour of direct abdominal trauma, with a normal 
colour and blood-pressure and with a normal or an 
abnormally low pulse-rate. Delay in surgery up to two 
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TABLE IX—-FALL IN HAMOGLOBIN LEVEL FOLLOWING RECOVERY 
FROM RUPTURE OF SPLEEN 




















Azesene 
r blood- eh ae 
P No. of Individual transfusions 
Hb level | patients — (bottles) 
| (bottles) | 
Not recorded ..| 8 2*/, | 3, 1, nil, 2, 4, nil, 5, 4 
Hb fall below | 
12-0g. per 100ml. 12 4"/, | 5, 4, 2, 2, 2, 6, 3, 6, 3, 11, 6, 4 
Hb fall of less | ’ 
degree . . «> | 2 4 
No fall .. ss 5 } 6 5, 9, 8, 4, 4 





hours may be warranted to give time to obtain cross- 
matched homologous blood. The larger the trans- 
fusion is likely to be, the greater is our reluctance to 
rely on the so-called universal donor. 

Caution in the administration of any but cross-matched 
homologous blood with full rhesus grouping is even more 
clearly indicated in the absence of severe internal bleed- 
ing. Any patient admitted for observation because of 
a suspected abdominal injury should have blood taken 
for grouping and cross-matching immediately. Once 
this has been done, it is possible, after a short delay, 
at least to give a transfusion of homologous blood while 
awaiting full cross-matching and elimination by labora- 
tory tests of most of the known dangers of transfusion. 

In our experience closed abdominal injuries have 
required larger transfusions than has generally been 
believed to be necessary. After rupture of the spleen 
we have on several occasions measured the amount of 
blood recovered from the abdominal cavity as 700- 
2500 ml. The amounts given to patients who have 
recovered from operation for rupture of the spleen are 
shown in table 1x. In 12 of these patients the hemoglobin 
level fell below 12 g. per 100 ml. at some time during 
the ten days following injury and operation. These 
patients received an average transfusion of 4'/, bottles 
of blood, and individual transfusions ranged from 2 to 11 
bottles of blood. No hemoglobin records are available 
for 6 patients who received transfusions of 1-5 bottles 
of blood and for 2 patients who received no blood. The 
absence of hemoglobin records probably indicates that 
the hemorrhage was slight and the patients fairly fit. 
Only 5 patients showed no fall in hemoglobin level 
during the ten days following operation, and 2 showed 
a fall to a level higher than 12 g. per 100 ml. Blood-trans- 
fusion was somewhat greater in this group, but this 
figure is of no great significance, because we are concerned 
with the adequacy of transfusion rather than its absolute 
quantity. From studies in other fields we believe that 
there is a direct correlation between the level of the 
lowest hemoglobin recorded during the ten days after 
injury and the red-cell mass two or three days after 
hemorrhage and surgery. Such studies have confirmed 
clinical observations which have suggested that we are 
still not fully replacing the blood lost. In the more 
severe injuries we are convinced that adequate primary 
replacement of blood contributes greatly to the sub- 
sequent speed of recovery, particularly to the early 
restoration of normal dietary intake, 

In the presence of suspected abdominal injury, and 
when a policy of conservatism has been decided on, 
transfusions have been given to make up for the blood 
lost at the site of associated injuries. On many occasions 
we have estimated the probable extent of this loss with 
some degree of accuracy and transfused this estimated 
amount. We have thus given ourselves a new base-line 
and have awaited further local or systemic changes 
with the conviction that we are not allowing oligemia 
to persist while awaiting a dramatic deterioration. 
In straightforward injuries to the kidney we have also 
replaced significant blood-loss by transfusion on an 
approximately quantitative basis and have not considered 
primary loss of even large quantities of blood from the 


ORIGINAL ARTICLES 


focr. 30, 1954 


kidney during the first twenty-four hours as necessitating 
surgery. 

In this connection we have used intravenous pyelo- 
graphy as one of our primary diagnostic tests. Except 
in patients where immediate laparotomy is clearly 
indicated, intravenous pyelography can provide valuable 
evidence of the physiological state of the contralateral 
kidney and occasionally evidence of the extent of the 
renal injury. 

With our present policy, which aims at primary replace- 
ment of approximately all blood lost by seriously injured 
patients, we have found that such patients no longer have 
that state of ‘‘ compensated shock ’’ which can be so 
misleading to anzsthestists. When the blood volume 
has been fully restored before surgery, anesthesia can 
be induced almost as in a fit patient. 

Where rapid transfusion is associated with continued 
deterioration or with failure to secure rapid response, 
surgery must be started forthwith.. In most patients, 
however, even those with serious injuries, we have been 
able to start the operation with the patient having not 
only a normal blood-pressure but also warm pink 
extremities. 

. TECHNIQUE 


Given ‘agreement on the need for early surgery, one or 
two points arise for consideration in connection with 
the operation. In the presence of severe intra-abdominal 
bleeding speed is undoubtedly of importance. Ans- 
thesia, by relaxing abdominal tension, may allow bleeding 
to start again. Opening the abdomen, and any sub- 
sequent manipulation, may have the same effect. There 
is a wide body of agreement that the incision should be 
adequate. In my opinion this means that laparotomy 
should be done through an incision which will admit 
both hands of the operator and be capable of easy 
retraction to provide a wide view of the abdominal 
contents. Unless there are specific indications to the 
contrary, abdominal exploration for closed injuries 
should be done through a vertical midline or paramedian 
incision. With or without abdominal hemorrhage, once 
operation has been decided on, a full laparotomy is 
indicated. It is necessary not only to feel but also to 
see. Actual or threatened retroperitoneal rupture of the 
gut may only be indicated by local bruising, oedema, or 
surgical emphysema, 

In the presence of gross bleeding, and often in its 
absence, an adequate view of the abdominal contents 
is not obtained with the small intestine inside the 
abdominal cavity. In the past it has been taught that 
loops of the small intestine should be examined one at a 
time and each meticulously replaced as the next one is 
withdrawn. This precedure can be difficult and time- 
consuming in the search for lesions of the small intestine. 
In addition the presence of the small intestine inside 
an abdomen full of blood may seriously interfere with 
an easy view of the fixed portions of the colon, paracolic 
gutters, and retroperitoneal regions. 

With an adequate incision, and with the relaxation 
that modern anesthesia can achieve, no harm is done by 
allowing the whole of the small intestine to emerge 
from the wound. Thus full exploration can then be 
conducted with speed and a very much better view 
obtained of possible sources of bleeding or sites of damage 
elsewhere. When this is done, moreover, the operator 
gets an immediate view of the whole length of the small 
gut. I have never seen a rupture of the intestine which 
was not associated with a wide area of edema of the 
gut on either side of the lesion, in striking contrast to 
the appearance presented by normal intestine. This 
swelling is due to thickening of the bowel wall and not to 
distension. It is presumably part of the reaction to 


trauma which may in time lead to paralytic ileus. 
Exploration of the intestine is, however, not the first 
stage in a search for hemorrhage, although considerable 
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bleeding can take sti from snesententi tears, gartioulasty 
when associated with damage to the blood-supply of 
either the ascending or the descending colon. When 
rupture of the spleen is suspected, and there is no clear 
evidence of major bleeding from elsewhere, the first step 
is to put a hand under the costal margin and to feel the 
spleen. The technique of removing a ruptured spleen 
differs from that of removing a spleen which is the site 
of long-standing disease. The approach described by 
Lawson (1952) I have practised for many years : 


ORIGINAL 


“There is no need to visualise the spleen or its pedicle 
in situ at all, and it is dangerous to attempt to do so. Pass 
a hand over the spleen, and feel it carefully, and the blood 
clot and the torn surface can always be detected if present. 
Then the lieno-renal ligament is broken through with the 
fingers, and the spleen is lifted forwards and to the right 
towards its pedicle. By this means, it can be delivered safely 
out of the wound—even a right paramedian incision—and 
it is only then one should expect the spleen and its pedicle 
to come into view.” 

“Needless to say, such a manceuvre has no place in the 
removal of a diseased spleen, which is a horse of a different 
colour.” 

This technique saves many valuable minutes in 
delivering the spleen and controlling the bleeding. 
It enables the operator to see the pedicle as a whole or 
its individual vessels and to secure hemostasis with the 
stomach and pancreas visibly out of the way. After 
the spleen has been removed, it is very much easier 
to inspect its bed with the aid of retractors, either 
metal or manual. 

In severe bleeding, if the spleen is not obviously 
responsible, the next step must be palpation of the upper 
and lower surfaces of both lobes of the liver. In the 
course of this examination rupture of the diaphragm 
may be felt. If these solid organs appear to be intact, 
search must next be directed (1) to the free border of 
the lesser omentum, (2) to the small intestine and its 
omentum, and (3) to the colon and its blood-supply. 
During this exploration tears of the posterior peri- 
toneum, with bleeding from the retroperitoneal vessels, 
may come to light. Finally the pelvis must not be over- 
looked. It is a first principle of such surgery that repair 
should not be started until the full extent of the injury 
has been ascertained. This is particularly important 
when, for example, in the presence of massive hemor- 
rhage from elsewhere, a small tear of the intestine is 
disclosed early. My technique to mark such a lesion 
is to cover it with a small swab and to grasp it with a 
pair of light Duval lung-forceps. A further important 
point in connection with the treatment of postero- 
superior tears of the liver or of the diaphragm is made by 
Lawson (1952), who cites a case in which access to the 
upper surface of the liver was facilitated greatly by 
extending the laparotomy incision up between the ribs 
and by dividing the diaphragm. Many surgeons experi- 
enced in the thoraco-abdominal injuries of war have 
on occasion appreciated the value of extending a thoracic 
incision into the abdomen, and vice versa. 

Resection of the small intestine is perhaps safer 
after acute trauma than in the treatment of emergency 
conditions where the gut is already pathological. When 
the colon is damaged and the retroperitoneal space is 
bruised, there should be no hesitation in effecting wide 
mobilisation by splitting the peritoneum, for example, 
at the outer side of the descending colon, so that a 
damaged section of the colon can be exteriorised without 
tension. 

Special problems arise when exploration is undertaken 
in the presence of a known renal lesion. Even when this 
is likely to be the only lesion present, I believe that the 
anterior approach is best. When the kidney is approached 
from the front, reflection of the colon or of the duodenum 
can remove the danger of their involvement in the 
application of clamps. This danger is greater when the 
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anatomy is : obscured by oxteovaention of blood. Control 
of bleeding from the renal pedicle is facilitated by the 
anterior approach, which in addition allows full explora- 
tion of the rest of the abdomen, including the other 
kidney, if there has been no time to establish its presence 
and function by intravenous pyelography or by chromo- 
cystoscopy. 
POSTOPERATIVE CARE 


Our routine postoperative care differs little from current 
orthodox practice, except that I have found that a 
policy of adequate primary transfusion has reduced the 
problems associated with prolonged intravenous medica- 
tion. During the 1939-45 war, when blood and plasma 
transfusions were beginning to be used, surgeons experi- 
enced an increase in the incidence of renal failure as a 
cause of death following abdominal injury. I believe 
that this was characteristic of a period of transition 
when we were transfusing these injuries sufficiently to 
tide them over the first forty-eight hours but insufficiently 
to prevent damage to the kidney from renal vascular 
inadequacy. With fuller transfusion this particular 
complication has become extremely rare. 


Summary 


I have outlined our experience and reaffirm my con- 
viction that; in spite of the risk of laparotomy that 
produces negative findings, the treatment of closed 
abdominal injuries must be based on recognition of the 
difficulty in reaching a diagnosis by any means other 
than full exploration. This exploration must often be 


‘made on mere suspicion alone. 


The résponsibility for making this possible must rest 
with the general practitioners, industrial medical officers, 
and others who see such patients in the early stages. 
When any suspicion of abdominal injury arises, the 
patient must be got to hospital immediately. Once the 
patient reaches hospital, the medical staff responsible 
for his reception must always be in a position to arrange 
for his detention and observation. They must be 
encouraged not to hesitate to obtain consultant advice 
if they think that surgery could conceivably be indicated. 

My experience in the care of such injuries suggests 
that their diagnosis and treatment cannot be separated 
from the diagnosis and treatment of other injuries. 
Traumatic surgery is not an anatomical specialty and 
owes its existence as a form of division of labour to a 
need for a specialised tempo. Neither is it just a matter 
of acute orthopedic or plastic work. Its exponents must 
remain in contact with developments in a variety of 
fields of medicine and surgery, particularly those 
concerned with non-traumatic emergencies. 

Suspected abdonfinal injuries require constant vigilance 
at all levels of organisation. Careful clinical observation 
based on an appreciation of all the possibilities alone 
can avoid the major calamities which follow failure to 
look and see in time. These severe injuries require for 
their treatment a complex organisation and a team 
approach of a kind which is still not everywhere available. 

I wish to thank my surgical colleagues (W. Gissane, F. G. 
Badger, E. Mervyn Evans, 8. H. Harrison, P. Essex-Lopresti, 
C. C. Jeffrey, A. Kanaar, J. 8. Horn, H. Proctor, J. H. Hicks, 
P. 8S. London) who not only have been responsible for the 
treatment of some of these patients but also have taken part 
in discussions which have assisted in the preparation of this 
report ; and Dr. 8. Sevitt, pathologist, Birmingham Accident 
Hospital, who made the necropsies reported, and whose 
department was responsible for the hematological studies. 


REFERENCES 


Aird, I. (1949) A Companion in Surgical Studies. Edinburgh. 
Hicken, N. F., Carlquist, J. H. (1944) Amer. J. Surg. 64, 209. 
Lawson, R. S. (1952) Med. J. Aust. ii, 396. 

Massie, G. G99) Lancet, ii, 640. 

Newell, C. (1948) Amer. ve Surg. 76, 466. 

Penberthy, %. C. (1952) Surg. Gunes. Obstet. 94, 626. 
Schrire, T. (1942) Brit. med. J. 127. 

Welch, C. E., Giddings, W. P. +1950) Amer. J. Surg. 79, 252. 





886 THE LANCET] 


GASTRIC ACID 
AND PLASMA-HISTAMINASE DURING 
PREGNANCY 


D. H. CLarkK 
M.B., Ch.M. Glasg., F.R.C.S.E., F.R.F.P.S. 


CONSULTANT SURGEON, WESTERN INFIRMARY, GLASGOW 


H. I. Tanker 
M.B. Glasg., F.R.C.S.E. 


FAULDS FELLOW IN SURGERY IN THE UNIVERSITY OF GLASGOW 


Ir has long been known that pregnancy may exercise 
a favourable effect on the course of peptic ulcer (Crohn 
1927, Hurst and Stewart 1929), and one of us (Clark 
1953) has shown that such a result is to be found in 
nearly 90% of cases. The mode of action is not known 
but has been supposed to be due to reduction in the acid 
secretion of the stomach during pregnancy (Nakai 1925, 
Arst 1926, Mason 1931, Strauss and Castle 1932); this 
reduction might be of emotional origin, related to the 
equanimity which often accompanies pregnancy, or 
might be due to hormonal disturbances. 

It seemed to us possible that the improvement during 
pregnancy might be due to the action of histaminase, an 
enzyme which inhibits histamine and thus may reduce 
the secretion of acid. Marcou et al. (1938) have shown 
that the plasma-histaminase level rises during pregnancy. 
Histaminase is derived from the placenta, particularly 
the decidua (Swanberg 1948), and the plasma-histaminase 
level may rise to a thousand or even two thousand times 
the normal (Ahlmark 1944). That it can antagonise the 
effect of histamine on the acid secretion has been shown 
in ‘pouch’? dogs by Rostorfer and Laskowski (1945) 
and Grossman and Robertson (1948). 

We report here observations on the gastric secretion 
and the plasma-histaminase level during and after 
pregnancy. We intended to find whether the acid secre- 
tion (spontaneous or histamine-induced) is regularly 
diminished during pregnancy, and whether any such 
change is related to the plasma-histaminase level. 


Material 

Volunteers for this investigation were sought in an 
antenatal clinic, An effort was made to obtain volunteers 
early in pregnancy. The nature of the investigation was 
explained and its objects were outlined. The aim was 
to study the gastric secretion (spontaneous and hista- 
mine-induced) and to estimate the plasma-histaminase 
level on several occasions during the pregnancy and again 
after parturition. As was to be expected, many of the 
volunteers failed to stay the course. Some had to give 
up because pregnancy sickness precluded intubation ; 
others lost interest or were prevented by their domestic 
duties from attending. The 9 patients who submitted to 


SPONTANEOUS AND HISTAMINE-INDUCED SECRETION OF GASTRIC 
ACID DURING PREGNANCY AND AFTER PARTURITION 
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the full investigation deserve high praise for their con- 
siderable sacrifice in the cause of medical science : 2 of 
them were former patients of the peptic-ulcer clinic of 


the Western Infirmary ; but the remaining 7 gave no 
history of ulcer. 


Gastrie Acid 

The patients were tested after a twelve-hour fast, and 
10 ml. of venous blood was withdrawn for estimation 
of the plasma-histaminase level, care being taken to avoid 
hemolysis. The patients gargled with 3 ml, of 2% 
tetracaine hydrochloride (‘ Anethaine ’), which they also 
swallowed. This amount of anethaine has no effect on 
gastric secretion. A no. 10 stomach-tube with multiple 
perforations at its tip was passed, and continuous aspira- 
tion with an electric suction-pump was started. The 
tube and the patient were both moved to ensure that the 
best position for the collection of juice was found. 

The fasting juice was withdrawn and discarded. 
Spontaneously secreted juice was next collected for 30 
minutes, and then 0-5 mg. of histamine acid phosphate 
was injected subcutaneously and the collection of juice 
continued during the subsequent 45 minutes. 

The volume and titratable free acidity of both collec- 
tions were measured and the final results expressed as 
mg. of hydrochloric acid. 

This was done about every four weeks during pregnancy 
from about the fourteenth week onwards and on several 
occasions after parturition. No readings are available for 


Methods 




















FS DELIVERY 
N 
SS ISOF Histamine-induced 7 
US 
ae 
& > 100 
RY 
4% 50 
s Spontaneous 
0 

\ 
'% 20 a 
SS- 15 L 4 
i 
Sze 10- 

nN 4 

= i A. i i i i i aul. i. L 

14 18 22 26 30 34 3 16 20 24 26 44 
OF PREGNANCY POST-PARTUM 
WEEKS 

Fig. |—Gastric secretion and pl hi i level in case 7. 





the first trimester of pregnancy in any of the 9 cases. It 
was impossible to obtain specimens during the early 
weeks of the puerperium owing to the patient’s domestic 
duties. 

Histaminase in the serum was determined by the 
simple volumetric method described by Kapeller-Adler 
(1951). Where possible, controls and test sera were 
examined in triplicate. The results were expressed in 
permanganate units (P.U.), which represent the amount of 
enzyme which, after twenty-four hours’ incubation at 
37°C and pH 7-2 in an atmosphere of oxygen with 1 mg. 
of histamine hydrochloride as substrate and with an 
aqueous solution of indigo disulphonate, takes up 0-1 ml. 
of 0:002N potassium permanganate. 


Results 

Gastric Acid 

For each of the 9 patients about seven sets of readings 
were made during pregnancy and four sets after 
parturition. 

The accompanying table shows for each patient (1) the 
average amount of spontaneous secretion obtained on 
the seven occasions during pregnancy; (2) the corre- 


sponding figure after parturition ; (3) the average amount 
of histamine-induced secretion obtained during preg- 
nancy ; and (4) the corresponding figure after parturition. 

The postpartum figures are presumed to be the 
patient’s normal. A difference of 50% during pregnancy 
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— — taken arbitrarily as indicating a significant rise 
or fall. 

It will be seen that in 5 patients (cases 1-5) there was 
no significant difference in the level of either spontaneous 
or histamine-induced secretion. In 3 patients (cases 6-8) 
there was a significant rise during pregnancy. Only in 
1 patient (case 9) was there a significant fall during 
pregnancy : the average of the readings of spontaneous 
secretion fell 75% during pregnancy; the fall in 
histamine-induced secretion was only 33%. 

To illustrate the degree of consistency of the readings 
in successive estimations in individual cases, charts 
are presented giving the detailed findings in 3 patients. 
Fig. 1 gives the details of case 7, in which both the 
spontaneous and the histamine-induced secretions were 
higher on every occasion during pregnancy than after 
parturition. Fig. 2 gives the details of case 9, the only 
patient whose readings showed a lowered secretion during 
pregnancy. Fig. 3 gives the details of case 5, one of the 5 
patients in whom no significant change was noted ; this 
group included the 2 patients with duodenal ulcer. 
Plasma-histaminase : 

The plasma-histaminase level was estimated in all 9 
cases. It was consistently raised during pregnancy, the 
highest levels usually being found about the 27th-30th 
weeks. The level regularly returned to zero after parturi- 
tion. Figs. 1-3 show the entire absence of correlation 
between the plasma-histaminase level and the amount of 
either spontaneous or histamine-induced gastric secretion. 


Discussion 

The observations reported here make it clear that there 
is no justification for the belief that the acid secretion of 
the stomach regularly diminishes during pregnancy. 
This happened, indeed, in only 1 of the 9 cases studied ; 
by contrast, in 3 of the 9 cases the acid secretion showed 
a significant increase during pregnancy. 

In view of these findings it is interesting to review the 


previous work on which this belief was based. 
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Nakai (1925) compared the secretion of gastric acid in 14 
pregnant women with that of non-pregnant women reported 
by other Japanese workers. The conclusion that acidity was 
reduced during pregnancy was based on a single reading in each 
of these women. 

Arzt (1926), using test-meals, compared the gastric acidity 
of 18 women in early pregnancy with that of 6 of the. same 
women in late pregnancy. He concluded that there is a low 
acidity throughout pregnancy, particularly in the early 
months. 

Mason (1931) reported anacidity in 2 patients and low acidity 
in 4 patients during the first trimester of pregnancy. He made 
no observations on the normal level of acidity in these 
patients. 

The most adequate study to date is that of Strauss and 
Castle (1932), who analysed the gastric juice of 24 apparently 
normal pregnant women about monthly during pregnancy 
and again, on one occasion only, 7-10 days after delivery, 
and on this basis concluded that acidity is lowered during 
pregnancy. From what is now known of the limitations of 
sampling methods of gastric analysis, it is clear that a com- 
parison of this sort, based upon a single estimate of the 
“normal ”—particularly an estimate made so soon after 
parturition—is not free from fallacy. 


Apart from showing that the gastric acidity is usually 
maintained in pregnancy, the results of the present 
investigation underline some points of interest about the 
plasma-histaminase level. They confirm the findings of 
previous workers that this level is regularly raised 
during pregnancy, but they do not provide any evidence 
that histaminase has any significant effect on either 
spontaneous or histamine-induced gastric secretion. It 
is our impression also that such histamine effects as 
flushing and headaches are no less in pregnant women 
than in others. These observations contrast with the 
findings of Rostorfer and Laskowski (1945) and Grossman 
and Robertson (1948), who have countered the effects of 
histamine by administering histaminase. The difference 
may be due to the dosage used. 


Summary 


In 9 women (2 with duodenal ulcer) the acid secretion 
‘of the stomach, both spontaneous and histamine-induced, 
was estimated repeatedly during pregnancy and after 
parturition. The plasma-histaminase level was also 
estimated. 

Contrary to previous belief, there is no significant 
reduction (50%) in acid secretion during pregnancy. 
Such a finding was observed in only 1 of the 9 patients, 
whereas in 3 the acid secretion was significantly con- 
sistently increased (50%) during pregnancy. 

The plasma-histamine level was consistently raised 
during pregnancy; it showed no correlation with the 
gastric secretion of acid. 


This work was done in the antenatal clinics of the Southern 
General Hospital and the Eastern District Hospital, Glasgow. 
We wish to thank the obstetricians in charge of these clinics, 
Dr. James Mair and Dr. Hugh Stirling respectively, for their 
coéperation and encouragement, and Prof. C. F. W. LIlling- 
worth for helpful criticism and advice in the preparation of 
this paper. Above all, we are indebted to the patients whose 
forbearance made this investigation possible. 
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ILEOSTOMY 
FOR CONGENITAL OBSTRUCTION OF THE 
SMALL INTESTINE 


CHARLES HEANLEY 
T.D., M.A., M.B. Camb., F.R.C.S., M.R.C.P. 


CONSULTANT SURGEON, WORTHING HOSPITAL 


In the past three years I have treated four cases of 
intestinal obstruction due to maldevelopment of the 
small gut. The first two babies were treated by 
anastomosis alone and died; the next two underwent 
ileostomy and anastomosis and survived. Baronofsky 
(1951) and Akers (1952) report success with anastomosis 
alone, but the results of the present four cases indicate 
that ileostomy, besides being based on good surgical 
principles, can be safe and possibly life-saving. 


Case-reports 

Case 1.—Born May 22, 1951 : normal labour at term. 

May 26: coloured vomit since birth ; one mucous stool 
passed. Child dehydrated; abdomen distended. Tem- 
perature 105°F. 

May 31: general condition improved; abdomen very 
distended. 

June 2: child admitted to hospital. At operation many 


filmy adhesions were found in the peritoneal cavity ; very 
distended ileum ending blindly; distally, small miniature 
ileum, cecum, and colon. A side-to-side anastomosis of 
ileum to caecum was made. 

Postoperatively the child continued to vomit and died on 
the sixth postoperative day in spite of full fluid therapy. 


Case 2.—Born Jan. 31, 1952 : sixth child ; labour induced ; 
birth-weight 8 lb. ; child in good condition. 

Feb. 1: vomited. 

Feb, 2: vomiting continuous, offensive brown bile-stained 
fluid pouring effortlessly from mouth ; child blue and cold ; 
temperature 97°F. At operation under local anesthesia free 
fluid was found in peritoneal cavity, distended small gut 
suddenly becoming minute. Side-to-side anastomosis was 
made of lowest distended loop to czcum, which lay in right 
hypochondrium ; cs#ecum about ?7/, inch in diameter. Child 
died next day. Full fluid therapy had been given. 

Necropsy showed obstruction due to stenosis of the ileum 
about six inches from the ileocecal valve. There was a small 
diaphragm of tissue with a pin-hole opening between the 
distended upper and contracted lower gut. 


Case 3.—Born Sept. 19, 1952: male; third child; delivery 
by cxsarean section, mother having had hemorrhage from 
placenta previa. Birth-weight 6 lb. 2 oz. Good condition. 
Hourly vomiting started twelve hours after birth—thick 
green fluid, later becoming greenish-black,. 

Sept. 20 : glycerine suppository and olive-oil enema yielded 
very small whitish-grey stool. Radiography showed character- 
istic fluid levels. Some abdominal distension. 

Sept. 21: Laparotomy showed small gut enormously 
distended, looking more like an adult colon. It suddenly 
became contracted, being about !/, inch in diameter, and led 
into a miniature cecum which lay in the right hypochondrium. 
Colon about '/, inch in diameter, Side-to-side anastomosis 
was made of the lowest loop of distended gut to colon just 
distal to the cecum. An ileostomy was then made, a Riches 
catheter being inserted into the distended gut proximal to the 
anastomosis and brought out through the bottom of the 
closed incision. 

Postoperatively penicillin and subcutaneous fluids were 
given, the ileostomy tube drained, and the child stopped 
vomiting ; but on the 4th day the ileostomy tube became 
blocked, and vomiting began again. The ileostomy tube was 
washed out with 5% magnesium sulphate. This happened 
two or three times, On the 9th day the child passed a normal 
stool, and two days later the ileostomy tube was removed. 
On the 26th day the child was gaining weight, and the 
ileostomy closed spontaneously, 

Follow-up.—The child was seen at intervals, and at the 
age of I year he weighed 19 Ib, 4 oz. and appeared very 
healthy, the normal milestones being passed only a shade 
behind average time. A barium follow through meal showed 


good filling and normal diameters of small intestine and 
colon, and the cecum had rotated into the right iliac fossa. 


Case 4.—Born Sept. 11, 1953: male; first child; at full 
term, normal labour. Birth-weight 5 lb. 15 oz. He began to 
vomit green soon after birth and passed some meconium. 
Large green vomits continued, but no meconium was passed 
after the first day. 

Sept. 14; child admitted to hospital. Enema produced 
small white mucous stool. Abdomen distended  Radio- 
graphy showed characteristic distension of abdomen. 

At laparotomy the small bowel was found to be grossly 
dilated in the upper part to about 1'/, inches in diameter, 
suddenly becoming contracted and small to about */,;,th of 
an inch in diameter. There was an associated volvulus of the 
small intestine and, when this was untwisted, there was some 
dilatation of the distal portion. An ileostomy was accordingly 
done but no anastomosis. (Riches catheter through a separate 
abdominal stab wound—Senn gastroscopy technique.) Sub- 
cutaneous saline solution with hyaluronidase (‘ Hyalase ’) 
given. Vomiting stopped, ileostomy working well. Only 
mucus passed per rectum after glycerin enemata. 

Sept. 17: ileostomy tube blocked; child vomiting a lot. 
Vomiting stopped with clearing of ileostomy tube with 
washouts of 5° magnesium sulphate. 

Sept. 19: child dehydrated. Thrush infection of mouth. 
Olive oil per rectum gave no result. Much leak around 
ileostomy tube. 

Sept. 25; child’s condition deteriorating rapidly in the 
last two days, although ulceration of skin around ileostomy 
has improved with silicone ointment. 

Sept. 26; child’s condition improved somewhat on sub- 
cutaneous Hartmann’s solution given with hyalase. He 
weighed 4 lb. 13 oz. when 15 days old on the 12th post- 
operative day. A second laparotomy showed the small gut 
less distended than before above the ileostomy, and no 
change in distal gut. A side-to-side anastomosis was made 
of the distended small gut just above the ileostomy to the 
upper end of the contracted small gut. 

Oct. 4: bowels not opened ; condition very poor; 150 ml. 
of Hartmann’s solution given with hyalase ; ileostomy draining 
well. 

Oct. 6: bowels open on 10th postoperative day ; 
improving ; Hartmann’s solution repeated. 

Oct. 14; bowels open daily ; child weighed 5 Ib. 12 oz. ; 
ileostomy closed spontaneously. 

Nov. 3: Weight 7 lb. 1 oz. Haemoglobin 77%. 
home. 

Feb. 16, 1954 : weight 10 lb. 14 oz. 


child 


Discharged 
Healthy normal child. 


Technical Details and Observations 

The operations were done under a combination of 
general and local anesthesia—1% procaine with enough 
general anesthesia to stop the child from crying, except 
in case 2, where local anesthesia alone was used. 

The anastomoses were made side-to-side with O 
chromic catgut on a straight eyeless Souttar needle and 
in two layers, the inner through all intestinal coats, 
and the outer through peritoneum only, to embed. 
Owing to the smallness of the distal gut small and 
meticulous stitching was necessary and care had to be 
taken that mucosa met mucosa on the inner surface 
and peritoneum met peritoneum on the outside. The 
peritoneum was closed with catgut, and the rectus 
sheath with stainless-steel wire. 

Careful attention was paid to fluid and salt balance. 
In case 4 Hartmann’s solution seemed much more 
beneficial than physiological saline solution. Full doses 
of vitamins were given, especially vitamins K and C. 

In case 4 leaking of ileostomy fluid first caused severe 
inflammation of the skin, but silicone ointment gave 
complete protection to the skin. This must be applied 
and well massaged in to be efficacious. 

In case 4 there was a volvulus of the intestine; this 
was not considered to be a primary condition, because 
an obstructed gut often twists itself in an attempt to 
overcome an obstruction. 

Webb and Wangensteen (1931) advised injecting air 
into the lumen of the distal loop to dilate it and so 


facilitate the anastomosis. 
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Pathology 

If there is complete block of the lumen, the term 
atresia has been used; if the block is incomplete, the 
term stenosis has been used (Santuli 1954). These are 
vot clinical terms, because the anatomical diagnoses 
cannot always be made even at laparotomy but only 
post mortem. * In some cases the obstructions are 
multiple. 

Diagnosis 

Clinically these cases appear as neonatal intestinal 
obstruction. There is progressive vomiting of a green 
vomitus, abdominal distension is present, and straight 
radiography shows fluid levels (a barium meal should 
not be given in cases of neonatal obstruction). A stool 
may be passed, which can be green and meconium- 
like or simply mucoid. Laparotomy reveals an upper 
grossly dilated small intestine and a distal hypoplastic 
small intestine and colon. The transition is sudden, 
or else the gut may be divided into two as in case 1. 
There may be an associated volvulus. 


Differential Diagnosis 

The vomiting of esophageal atresia also starts within a 
few hours of birth, but the vomit does not contain bile, 
and there is no abdominal distension. 

The vomiting of duodenal obstruction may be bile- 
stained but is less progressive, and the abdominal 
distension is less severe, unless there is an associated 
volvulus of the small intestine. 

Diagnosis before laparotomy from obstruction of the 
small intestine may be difficult, but at laparotomy it 
can be recognised. There are two types: (1) a mal- 
development of the duodenum with obstruction, for 
which gastro-enterostomy is indicated; and (2) a 
band associated with incomplete rotation of the large 
gut, the band passing from the right, across the front 
of the duodenum, to the cecum. There may be an 
associated volvulus of the small intestine, which must 
not be allowed to mask the primary-condition. The band 
must be divided, and the volvulus untwisted. I have 
met one such case, and this treatment was satisfactory. 
This condition is well described by Ladd and Gross 


(1941). No ileostomy is required. 
The vomit of meconium ileus also contains bile. The 
abdomen is distended, but the fluid levels are less. The 


disease lies in the cystic pancreas. Lack of secretion 
leads to obstruction by thick meconium, and in later 
life maldevelopment of the child is caused by upset 
of pancreatic function. At laparotomy the gut is found 
filled with thickened meconium, and the transition from 
dilated to contracted gut is gradual. The treatment is 
ileostomy and the giving of pancreatic ferments by 
mouth, 
Treatment 

In the treatment of congenital obstruction of the small 
intestine simple anastomosis has been successful, but 
it is said that death often takes place because the dilated 
gut above the obstruction is weak and cannot force the 
intestinal contents onwards. Resection of this dilated 
gut, with an end-to-end anastomosis, facilitated by an 
antimesenteric slit to enlarge the orifice of the distal 
gut daes leave healthy gut. An ileostomy, however, 
allows the dilated gut to regain its tone and at the same 
time provides a safety-valve both to the suture line and 
to any delay in functioning of the lower bowel. The 
ileostomy is easy to make and closes spontaneously. In 
the presence of an ileostomy which decompresses the 
upper loop, intestinal contents pass on and the lower gut 
dilates ; therefore it seems that time rather than force 
from above is necessary to make the lower gut function 
and dilate. 

Summary 

Four cases of obstruction of the small intestine in 

newborn males were treated. The upper gut was grossly 
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dilated, and the lower gut was contracted and hypo- 
plastic—the transition being sudden. In cases 1 and 2 
an anastomosis alone was made, and both boys died. 
In case 3 an ileostomy and an anastomosis were made 
and the child lived, passing a stool on the 10th post- 
operative day. In the early stage blockage of the 
ileostomy caused immediate vomiting. 

In case 4 an ileostomy alone was made at first because 
the obstruction was thought to be incomplete. The 
child lived but did not pass any stool. On the 12th 
postoperative day an anastomosis was made. Ten days 
later a normal motion was passed and tbe child lived. 
The two surviving children have developed normally 


oer, Conclusion 


In the newborn there occurs a type of small-gut 
obstruction associated with hypoplasia of the distal 
intestine. The smallness and contraction are due to lack 
of use rather than maldevelopment. If an anastomosis 
alone is made, the child may die before the gut can 
dilate and function. Ten days may be necessary for the 
restoration of function, and to tide the child over these 
ten days an ileostomy is required. L[leostomy alone leads 
to progressive deterioration and malnutrition. 

My thanks are due: to Dr. Ivor Balfour, pediatrician to 
Worthing Hospital, for sending me these cases, for his help, 
and for advising ileostomy; to Mr. H. H. Nixon; and to 
Sister Warren of Worthing Hospital. 
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LONG-TERM CONTROL OF SEVERE 
BRONCHIAL ASTHMA WITH ORAL 
CORTISONE 
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M.D. Lond., M.R.C.P. 
CONSULTANT PHYSICIAN, BURY AND ROSSENDALE GROUP OF 
HOSPITALS 


WILuIAM BROCKBANK 
T.D., M.A., M.D. Camb., F.R.C.P. 
CONSULTANT PHYSICIAN, MANCHESTER ROYAL INFIRMARY 
From the Asthma Clinic, Manchester- Royal Infirmary 


THE control of rheumatic diseases with corticotrophin 
and with cortisone, and the possible relationship of these 
diseases to hypersensitivity, prompted Bordley et al. (1949) 
to try these drugs in bronchial asthma; relief was 
obtained with corticotrophin in 5 cases. Since then 
various degrees of success with corticotrophin and with 
cortisone have been reported in both short-term and long- 
term therapy. Published reports make it clear that 
patients vary considerably in their response, and that 
withdrawal of the drug is usually followed by relapse 
within a few weeks. 

We report here our experience of 13 patients treated 
with cortisone for periods of seven to eighty weeks. 


Material 

All 13 patients had severe bronchial asthma of at least 
two years’ duration (table 1). They were only accepted 
if their disability interfered considerably with their work 
(including housework) and they had not been free from 
symptoms for more than two months in the last year. 
All of them had active symptoms when treatment was 
started. 

Cases came under treatment in one of three ways : 


(1) The first 2 patients were severe asthmatics bedfast in 
hospital and treated openly with cortisone. 
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TABLE I-—-PARTICULARS OF THE CASES 
































Duration of | Length of ! owt} \ 
Case Age g Cortisone (C) 
ra Sex asthma treatment " 
no. (yr.) (yz.) (weeka) Blank (B) 
1 54 ¥ 3 80 © 
2 46 M 40 22 
3 17 F 15 60 rej 
4 22 M 17 57 B 
5 18 F 8 25 C 
6 55 F 37 46 Cc 
7 70 F 7 57 Cc 
8 32 M 4!) 45 B 
9 56 M Q)) 51 C 
10 52 F 18 7 ( 
11 15 M 12 32 B 
12 54 M 34 32 B 
13 26 F 23 21 C 
14 50 M a) 16 
15 22 M 20 33 C 
16 43 M 10 24 B 
17 16 M } 15 10 B 
18 Ta ree | 20 4 B 
19 ee it ak 34 25 © 
20 15 | M 12 12 B 
21 44.64 0:F 15 34 Cc 
22 | 27 M | 25 9 Cc 
23 eee Bee B.o-fs of 
24 ee Oe } 12 19 B 








(2) The-second group, of 8 patients, was an open control 
series: 4 received cortisone and 4 a blank solution; 2 of the 
latter, on failing to respond, were changed to cortisone (for 
example, see fig. 1). 

(3) The third group, of 14 patients, was a blind control 
series. Owing to an administrative misunderstanding only 4 
of the 14 received cortisone, The trial being blind, this was 
not realised for a long time. One patient in this last group 
continued to have such severe spasm that it became imperative 
to know what treatment he was having. When it was found 
that he was on the blank solution he was changed to cortisone. 


Of the 13 patients treated with cortisone 8 started 


treatment in hospital, and 5 were treated solely as out- 
patients. 


Method of Administration 
A suspension of cortisone was used by mouth through- 
out, except that the initial doses given to the lst patient 
were intramuscular. The cortisone solution was diluted 
with physiological saline solution so that 1 ml. contained 


125 mg. <A 3 ml. dropper graduated in ml. was 
given to the patient. 
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In 7 cases the treatment was changed unknown to the 
patient : 3 from the blank solution to cortisone, and 4 
from cortisone to the blank solution. 2 were changed 
more than once. The effects of such changes are shown in 
figs. 1 and 2. 


Assessment 


The difficulty of assessing improvement in asthma is 
considerable. Most patients, even asthmatics, like to 
please the doctor if they think a special effort is being 
made for them, and, if at all possible, try to be “* better.” 
3 patients show this well: 1 was nearly always “‘ better ”’ 
during four months’ observation, at the end of which he 
defaulted ; and 2 others, who insisted that they were 
“‘ better,’ left the district and made no attempt to find 
out if they could continue with the treatment elsewhere. 
These 3 and 1 other defaulter were all receiving the blank 
solution. 

Objective assessment is difficult because freedom from 
spasm at a visit means little. The use of an inhaler can be 
charted and probably is helpful, but we did not do this 
in the whole series. Vital capacity usually varies directly 
with the degree of spasm present. Ability to keep at 
work and to take recreation is a fair guide. The best 
way of assessment seems to be on the observer’s over-all 
impression of the case, particularly the discussion of the 
daily life. One patient would never agree to any improve- 
ment with cortisone, although her vital capacity improved 
and spasm was much reduced. What prevented her from 
feeling better was her severe emphysema. On the other 
hand, some controls insisted that they were better despite 
constant spasm. 

The 13 cases treated with cortisone for seven to eighty 
weeks were assessed in February, 1954. The controls were 
assessed when they were withdrawn from the trial, mostly 
in December, 1953. 

Assessment was made in the following grades (table 11) : 

Grade I: those whose improvement was sufficient to make 
@ great difference in their ability to work and play. 


Grade II ; those who had improved, but mostly subjectively, 
and were able to do little more than previously. 


Grade III : those who showed no significant improvement. 




















The blank solution, which was identical in  § ,,,| INPATIENT | 
appearance and similar in taste, was made up as _ r 
follows : = 7 

& 
Mist mag. hydrox. << » 2 oe 5 mil. o b 
Inf. quassiv conc. .. ss - és oe 5 mi. = > 
Syrup simplex 5 mi, ‘S 
Waterto 40m). L \¢—— BLANK ——+1<— CORTISONE —>I*BLANK+ICORT- | 
8 100 78s 
Dosage and Follow-up = eer 4s 3 

_ It was initially decided that, to avoid too many x 60 Be ~ 
side-effects, no dose should exceed 100 mg. daily. 4 gp 44 ef 
Treatment began with 100 mg. daily, and the dose S r : 42 s 
was reduced by 12-6 mg. at each visit whileimprove- § za SS 2 
ment was maintained, and increased by the same 0 — 0 = 
amount when spasm recurred. As experience was . 4 s 
gained, bigger alterations were made on the same Sy 1 
principle. wo 3 ‘ 

Before treatment began, all the patients were seen RN 2 4 
by a psychiatrist and also had their ears, nose, and = Q” , 4 
throat examined. Gross nasal sepsis was treated’ © 0 SERRE Se § 
before cortisone therapy was started. No case was 04812 20 28 36 44 52 #60 68 
rejected on psychological grounds. WEEKS 

All the patients were initially told that the treat- Bass} acidttashennsld whit eatmeciih Bande % 
ment was of great value, in an attempt to keep tn tags, 1-8 rsd ete ss Sa ea ali : 
those who received the control drug in the trial. - Gres tréen ef eitien wi : 
During the first few months patients were seen tenn bi ionite tebbibetesidt dalhy tenlg vilhaiviid by ttten ion) tiaitenn 


weekly when the dose was 75 mg. or more a day 
and then fortnightly until full control was reached. 
Patients are now being seen every four to.six weeks. 
Antispasmodics were allowed freely. Records were 
kept of weight, blood-pressure, vital capacity, and 
of subjective and objective assessment. 





can carry on normal activities. 


2, more than two attacks daily but easily relieved by antispasmedics. Patient 
can carry on normal! activities. 

3, dyspnoea on exertion, due to bronchospasm without actual attacks. 

4, as 3 but with additional attacks of severe spasm. 

5, status asthmaticus. 
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To avoid confusion in presenting these 





| 
results, patients who received cortisone and —— ; — 
were at a later date changed to the blank |. 
solution are included in table m only from > 100 r , , 
the cortisone aspect. Their course following aS SOF | 
the changes is referred to in the text. There 


were 2 additional deaths in the series, 
neither attributable to cortisone. One 
patient (case 10), the only complete corti- 


sone failure, died of bronchopneumonia ¥ 100+ 
seven months after receiving cortisone. The S.~\ g9 b 
other (case 14) died eight months after x 2 sob 
ceasing to take the blank solution. co 

The following clinical details justify the Ss 40 b 
placing of nearly half the cortisone cases in 20 


grade 1. 
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Case 1 had spent three years in bed or in a 
chair at home or in hospital. She could never 
go away for a holiday; if she tried to do so 
she almost invariably came home in severe 
status asthmaticus within forty-eight hours. 
For the last sixteen months she has been able 
to go out, do her own shopping, and do some of 
her housework and the cooking. She has been 
away for two holidays without any trouble but 
still needs. antispasmodics and still gives herself 
two injections of long-acting adrenaline a 
day (fig..3). Her doctor regards the response to cortisone as 
** remarkable.” 


Case 3 could rarely complete a fortnight at school, and for 


the following two and a half years tried hard to work. Almost 
every week. she was forced to have a day off, often more. 


DEGREE OF 
SPASM 





TABLE II-——-ASSESSMENT OF THE CASES 





Treatment | Grade I | Grade 11 | Grade ant | Deaths | Total 
Cortisone | 6 (46%) | 4 (80%) | 1(8%) 
Blank 1 (7% 5 (36%) | 8 (57%) 





2 (15%) 
o* 


13 
14 














* 2 patients died subsequently. 1 had been a failure on cortisone and 
the other a failure on the blank solution, and they are recorded 
as such. Both had ceased to come for treatment. 


She has now been working for more than a year, during which 
time her only absences have been four days with influenza 
and a week when the blank solution was substituted unknown 
to her. She is now well enough to do social work and enjoy 
recreation (fig. 4). Her doctor wrote: ‘‘ This girl had the 
most chronic form of asthma I have come across in twelve 
years’ general practice. Since cortisone treat- 

ment was started she has been wonderful. 





CORTISONE & BLANK (ml.) 
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Fig. 2—Treatment and progress of case 6. 


Case 13 is another difficult case to assess. She gave a 23-year 
history of asthma, which was getting worse. She had been 
almost continuously in spasm for four months before starting 
treatment, but she had had remissions of up to three months 
without attacks ef spasm. She was last free from spasm a year 
before the start of treatment. On the day that treatment 
started she again became spasm-free. Six weeks later she was 
pregnant. She was followed for six months, at the end of 
which the cortisone was withdrawn; during that time she 
never had any spasm. We did not follow her longer, because 
she came a considerable distance. She had a moderate attack 
of asthma eleven weeks after the withdrawal of cortisone and 
a minor episode after delivery of a healthy child. 


No striking changes have been noted in the upper 


respiratory tract, and no significant mental changes 
have been found by a psychiatrist (Trethowan 1954). 


Side-effects 
Weight 
There has been astonishingly little trouble with side- 
effects. The most striking has been a gain in weight in 





She has remained at work. She is now 230 
enjoying a normal working and happy life and ae 200 


is off my visiting-list after being on it for five 
” 


years. S 

Case 5 is the most difficult of all to assess © 180 
because she has been on the blank solution “ 179 
on two occasions. An over-all assessment is > 


therefore not very easy, but at the end of one 160 
of her cortisone periods she said that she had _ 150 
never had a day off work for four months. > 
Before treatment, and to a less extent while S 
on the blank solution, she was off work at ¥ 
least one day a week. Fig. 1 demonstrates § 
more clearly her improvement. x 
Case 6 had been in and out of hospital for © 
two years and was bed-ridden most of the §& 
time at home with asthma and bronchitis. 




















She could not do her own housework. She 0 
returned to work within two months of « 5 
starting treatment (fig. 2) and has undertaken GQ. 4 ' 
the nursing of her uncle, who has dropsy. She wy 2 

also fetches the coke ; this consists of pushing x x 3F 
1/, ewt. of coke for three-quarters of a mile So 2} 
in a box fitted on three wheels. TS) ' 

Case 9 had for three years been almost 
tied to the house with asthma, For eighteen 0 


months he had spent his life in a chair down- 
stairs. He can get out to take up some of his 
previous extensive social activities, 


0o4é8ée12 20 


26. 36 44 52 60 68 76 684 
WEEKS 


Fig. 3—Treatment and progress of case |. 
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Fig. 4—Treatment and progress of case 3 
some cases: 6 of the 13 patients gained more than 7 lb. 
in from nine to seventy-four weeks. 

Correlated to some extent with the gain there were no 
appreciable weight changes in the controls except case 8, 
who made a dramatic recovery. He gained 10 Ib. in 
twenty weeks, and after forty-five weeks was still 7 lb. 
above his weight before treatment with the blank 
solution started. Had he been on cortisone, the drug 
would have been blamed. 


Blood-pressure 

There has been a significant rise of blood-pressure in 
only 3 patients (cases 1, 2, and 6) ; but it is not a big rise, 
and the data are insufficient to allow us to draw any 
conclusions. 


Well-being 

In most of the successful cases the patients have 
naturally had a feeling of well-being—but not the 
pathological submanic state termed euphoria. 


(Edema 

Case 1 had slight cedema of the ankles for about a week 
in the early stages of treatment, and case 7 when on a 
large dose (75 mg.). 

Infection has not been a problem; 3 patients had 
episodes of pneumonitis, 2 of them on two occasions. 
The dosage of cortisone was either continued unchanged 
or increased if spasm was severe, and an antibiotic was 
given. Recovery was rapid, and radiography showed 
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Fig. 5—Treatment and progress of case 19. 








satisfactory resolution. Two of these 
Sas episodes and an attack of “‘ influenza ”’ in 
Ss 195 case 3 were striking in that there was no 
™~ 
go < _ appreciable increase of spasm. 
=~ 95 NS Pp I 
CORTISONE —>l le— CORTISONE ve 
100} 478% Deaths 
x 
~ gob 3 iA = 2 patients died while receiving cortisone 
He 60k a a and during a severe exacerbation of their 
SS yar 44% asthma (cases 2 and 22); 1 patient with 
< i w severe emphysema died seven months 
S 4 *. Rhy 
S 20F Lr 2§ after cortisone therapy had ceased (case 
0 FEY ea OSE OT CRED oO EE 0 rd 10); and 1 died after receiving the blank 
RS solution (case 14). Cases 2 and 22 are 
s 5 S discussed elsewhere (Savidge and Brock- 
= 4+ bank 1954). 
Wy 
eS " Remissions 
° 4H 2 Cortisone was withdrawn in 7 cases. In 
8 1 : 5 it was temporarily superseded by the 
0 a aa bmeareéd Be indistinguishable blank solution without 
0 4 8 12 20 28 36 44 52 60 


68 the patient’s knowledge. The amount of 
cortisone taken at the time of withdrawal 
ranged from 12-5 to 50 mg. There were 
no apparent withdrawal symptoms except 

slight loss of weight during further observation in 4 cases. 

Cortisone was withdrawn permanently in 2 cases 

(cases 10 and 13). In case 19 a grade-11 improvement 
with cortisone surprisingly improved to grade 1 on the 
blank solution (fig. 5). The patient is now better than he 
has been for years. He was showing fewer symptoms 
towards the end of the cortisone period, but it is difficult 
to give all the credit to cortisone. Another grade-1 
improvement (case 15), and a difficult case to assess, has 
probably deteriorated a little. 


TABLE III-——RESULTS OF LONG-TERM TREATMENT OF ASTHMA 
WITH CORTISONE 


rl 


, | Excel- 








N 
Series of lent Good | Fair| No change 
cases) } } 
prenigeials } ; ies es ae 
Blumenthal | 30 | 22 | 8 
Arbesman 13 | 3 Lge 3 
Howes... 6 4 (definite benefit)); .. | 2 
Burrage ../| 14 | - i . 
Lowell | 19 .. | 17 (satisfactory) | .. | 2 
Present .. | 13 <a | 6 | 


4 3 (including 
| 2 deaths) 


The other 3 relapsed in from three days to six weeks 
after the change (figs. 1, 2, and 4). The length of remission 
was not constant in the 1 case where withdrawal was 
repeated (fig. 2): it was six weeks after the first with- 
drawal and three weeks after the second. Recurrence of 
bronchospasm was sudden and dramatic in 1 case and 
gradual in the 2 others. 

Of the 6 patients continuously on cortisone 2 died 
while on 75 mg. Attempts at reduction had been followed 
by an increase of spasm within a week. 2 have been on 
50-75 mg., and sudden withdrawal has not been justifi- 
able, because reductions have been followed by an 
increase of symptoms within two weeks, usually less than 
one week. One patient, receiving an average of 45 mg., 
has developed severe spasm with further reductions. 
Another of them (case 7), aged 70, received an average 
dose of 75 mg. for some time and was then almost spasm- 
free. She was gaining so much weight and had a little 
ankle edema; so the dose was reduced to 37:5 mg. 
This led to an increase of spasm after two weeks, but it 
was not nearly so severe as it was before treatment 
was started. 





Tolerance 


So far there is no definite evidence that tolerance 
develops, though some cases have been suspicious, 
particularly the 2 fatalities in which spasm was never 
fully controlled. The 2 cases on high dosage where the 
gain in weight was great also suggest that some tolerance 
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may develop, but more prolonged observation will be 
necessary before any certain conclusion can be drawn. 
The successful cases on small doses have not suggested 
tolerance at all. 

Discussion 


These results conform with those so far published in 
America. Table 1 summarises the results of various 
workers. Side-effects and complications have not been 
serious. Weight gain has been the most striking, though 
raised blood-pressure, evidence of retention of water 
and salt, and occasional glycosuria have been noted in 
some series. Most workers have found that withdrawal 
of treatment leads to early relapse within a few weeks, 
and most are agreed that prolonged freedom following 
treatment has been due to spontaneous remissions. 
Reports of death during treatment are common ; these 
are usually attributed to status asthmaticus. We are not 
satisfied that cortisone can be completely exonerated 
from some responsibility for such deaths, and believe 
that, for the present, oral cortisone in the treatment of 
asthma should be locked on as dangerous. 


Summary 


Cortisone cannot cure asthma, but some cases of 
chronic asthma can be effectively controlled with moder- 
ate doses of oral cortisone, provided the dosage is 
maintained. 

Of 13 patients treated with cortisone 2 with emphysema 
did not improve although they lost some of their broncho- 
spasm. Cortisone did not prevent 2 patients from passing 
into a fatal status asthmaticus. 

There was certainly an element of euphoria in the 
successful cases and in | of the controls, but it is doubtful 
if so great a proportion of cases could be relieved by 
euphoria alone. 

In most of the successful cases the patient gained 
weight. Some of this -must be attributed to better 
general health, because the 1 control who improved also 
gained weight. 

There were no significant rises of blood-pressure and 
no trouble with other side-effects. 

3 patients had pneumonic episodes, which were success- 
fully overcome with antibiotics without discontinuing 
the daily dose of cortisone (75 mg. and 50 mg.). 

Patients do not relapse as soon as the cortisone is 
reduced below their critical dose. Reductions must 
therefore be very slow. 

It must be presumed that, when treatment starts, it 
will have to be maintained indefinitely. Only those cases 
in which every other treatment has been tried and failed 
should be chosen. Until more experience is gained, severe 
bronchopulmonary infection, the presence or history of 
cardiac failure, and tuberculosis should remain definite 
contra-indications. 

Cortisone treatment may be dangerous to life in some 
undefined types of asthma. 

Judged by this series, cases that do not respond to 
75 mg. or less on long-term maintenance may do so on 
bigger doses, but it seems that, where this had been done 
in other conditions, the end-results of cortisone may be 
much worse than the asthma. Should cortisone become 
freely available, it is advised that, where an asthmatic 
cannot be controlled with less than 100 mg. daily, the 
treatment should be abandoned. 

We are grateful to the Medical Research Council for 
supplying us with the cortisone. 


ADDENDUM 


During a further seven months’ observation one case 
(no. 9) deteriorated, and then only temporarily during a 
pulmonary infective episode which was controlled by 
antibiotics and a large dose of cortisone. 

The results in a current trial are not so encouraging, 
though some benefit is undoubted. They emphasise that 
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the therapeutic value of cortisone in asthma is still sub 

judice. 
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TWO DEATHS DURING CORTISONE 
TREATMENT OF BRONCHIAL ASTHMA 
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CONSULTANT PHYSICIAN, BURY AND ROSSENDALE GROUP OF 
HOSPITALS 


WILLIAM BROcKBANK 
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CONSULTANT PHYSICIAN, MANCHESTER ROYAL INFIRMARY 


From the Asthma Clinic, Manchester Royal Infirmary 


We have already reported (Savidge and Brockbank 
1954) the results of a trial of the long-term control of 
13 cases of severe bronchial asthma with oral cortisone. 
2 of the patients died. 


Case-reports 
Case 1.—An industrial chemist, aged 45, had had bronchitis 
and asthma for twenty years but had been free for three years 
up to the end of 
January, 1952, 
when he had a 
bout of bron- 





INPATIENT INPATIENT 


~isof + WH Mm § 


) 









chitis followed | ‘ 
by dry pleurisy S ISO 

developing into = WW 
asthma in §& !40F 7, 
March. He had ¥ 130 Vfpuw JY) 


two attacks of 120 /—.»__een Yj 
status in May 
and June, from 
which he never 
completely 
recovered. He 
was bad again 
in the middle 
of August, 1952, 
and was in 
mild status 
asthmaticus 
when one of 
us (W. B.) saw 
him for the first 
time on Sept. 
1, 1952. The 
patient was 
admitted to the 0 a 6 12 16 
Infirmary and WEEKS 

only partly 
relieved by the 


100 


@ 
o 


L 
o 


CORTISONE (mg.) 
Nn a 
oO o 











DEGREE OF 
SPASM 
o-NW A WO 
, 

i 











20 24 


Fig. |\—Treatment and progress of case I. 

In figs. | and 2 the degree of spasm is defined 
of as follows: 0, free from ail spasm ; |, one or 
two attacks of spasm daily easily relieved by 
antispasmodics. Patient can carry on normal 
activities ; 2, more than two attacks daily but 
easily reli d by antisp dics. Patient can 
carry on normal activities ; 3, dyspncea on 
exertion, due to bronchospasm without actual 
attacks; 4, as 3 but with additional attacks of 
severe spasm ; 5, status asthmaticus. 


methods 
treatment dur- 
ing the next five 
days. We con- 
sidered him to 
have the peren- 
nial type of 
asthma. There 
was no sign 
of infection in the respiratory tract, and his mental state 
was normal. We thought that, if we could break his spasm 
with cortisone, he might run into another prolonged clear period. 

Treatment began on Sept. 6, five months before he died, 
and for a time he did well (fig. 1). He was discharged, after 
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twelve days, on a small daily dose of 12-5 mg., but this was 
not enough. He was readmitted in status asthmaticus, 
and the dosage was increased to 100 mg. The spasm was 
quickly relieved but took a week to disappear. The patient 
was discharged on a daily dose of 25 mg. We were deliberately 
keeping the dose as small as possible, partly because our 
supplies. were very limited and partly because we were 
anxious about the theoretically unpleasant effects that 
cortisone could produce. He had further recurrences of 
spasm in October, November, and December, 1952, when the 
daily dose had to be increased to 50 mg. He was in status 
asthmaticus early in January, 1953, and had to be admitted 
again. Eventually he was sent home on a daily dose of 
75 mg. He finally passed into status on Feb. 16, 1953, and 
died in the ambulance bringing him back to the infirmary. 
Unfortunately there was no necropsy. 


Case 2.—A man, aged 29, had been troubled with asthma 
almost continuously for three years, requiring frequent 
admission to hospital. 
He had received 
corticotrophin with 
benefit elsewhere. 
Cortisone treatment 
began on May 6, 
1953, ten weeks 
before his death (fig. 
2). Improvement 
followed, although he 
was never absolutely 
spasm-free for 
twenty-four hours at 
a time; but when 
spasra came on it 
was easily relieved 
by normal measures. 
We tried to cut down 
his dosage from 
75 mg. but could not 
do so. He passed 
once more into status 
asthmaticus and was 
readmitted to the 
hospital. We waited 
perhaps a few hours 
too long before 
doubling the dose, 
but he died quite 
suddenly while not in severe spasm, 

At necropsy (Prof. A. C. P. Campbell) death appeared to 
be due to asphyxia from bronchial obstruction with plugs of 
tenacious mucus. There was no evidence of infective com- 
plications in the lung and no sign of right heart-failure. The 
adrenal glands were rather below the average size, approxi- 
mating more to the size found in cases of sudden death. 
This suggests that the stressful stimulus of the terminal 
illness had been unable to stimulate the adrenals because of 
the suppressive effect of the cortisone. 


Both patients had chronic asthma that had worsened 
considerably before treatment. Suppression was never 
fully achieved. These cases were among our poorest 
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Fig. 2—Treatment and progress of case 2. 


results. We managed to achieve some control of the 
spasm for weeks and months, but despite this it tended 
to break through and require much larger dosage. Both 
patients were determined men who tried to carry on 
despite their disability. 


Discussion 
The following possible explanations must be considered: 


(1) That the control solution was mistakenly dispensed. 
This is possible because the system used in the pharmacy 
was not foolproof at the time; but it is highly improbable. 
Sudden withdrawal might well be catastrophic. 

(2) That retention of fluid caused right-sided heart-failure. 
This is improbable in case 1 and untenable in case 2. 

(3) That an acute infective episode was not adequately 
countered by the body, owing to the suppressive effects of cortisone. 
This again is possible in case 1 but untenable in case 2. 
Moreover episodes of ‘‘ pneumonitis ** have been observed in 
3 other patients in the series without bronchospasm being 
increased. 

(4) That the factor causing the asthma varies in its intensity 
of action. This is not an unreasonable assumption, for it is 
known that, where a likely factor is recognised, asthma only 
occurs when it is operative—e.g., summer asthma, psychogenic 
asthma, and a particular food allergy. If this factor has any 
periodicity, or even if its periods of intense action are 
haphazard, it may be that at these times a larger amount 
of endogenous cortical secretions is called for and cannot 
be supplied because the adrenal cortex has been suppressed 


by the current dose. 


Reports have been published of at least 8 asthmatic 
patients who have died while having either cortisone or 
corticotrophin therapy (see table). 

The tendency is to regard these deaths as due to the 
asthma and not to the hormone. The same can be said 
about the numerous deaths which take place during 
cortisone treatment for other diseases; the drug is 
nearly always exonerated. We agree with Jirvinen (1952) 
that this view is unwise. 

The possibility of producing significant pathological 
changes in the adrenal glands by the prolonged use of 
corticotrophin and cortisone is still a matter of con- 
siderable concern. Winter et al. (1950) found considerable 
atrophy of the adrenal cortex in rats as a result of 
prolonged administration of cortisone. A rather prompt 
reversal of this atrophy was noted, however, after the 
cessation of cortisone treatment. Proctor and Rawson 
(1951) have reported a case of lupus erythematosus 
treated first with cortisone and later with corticotrophin 
in which necropsy revealed striking destructive changes 
in the adrenal cortices, most marked in the cells of the 
fascicular zone. These adrenal lesions were. attributed 
to the combination of hormonal agents, and to the fact 
that corticotrophin was given immediately after sudden 
discontinuation of cortisone, 


FATAL CASES 





Duration 





Reference | Age Sex 


Time from start 
of treatment 
of =_— with cortisone or 
| vse corticotrophin 


Treatment at time of death 





Burrage and and ‘Irwi in (1953) 46 | F 40 | 2 days | Corticotrophin I. v. 40 ) mg. adrenocortical extract I.v. 100 ml., 
| cortisone I.M. 300 
| } 
Cooke et al. (1952) | 72 | M 15 9 mos, | Cortisone or corticotrophin 50-100 mg. daily 
Jarvinen (1952) x- rs 53 F 2 } 4 days | Co Cortone parenterally 400 mg. in 4 days 
| 39 M 11 11 days Cortone parenterally 550 mg. = 6 days and, after break of 
| | | days, 75 mg. in last 
} | 
Schwartz (1951) | 67 M hr 2 days | Cortisone orally 400 mg. in 2 days 
Segal and Herschfus (1950) . . ; M | ga 14 weeks Cortisone 1.m. 600 mg. in last 48 hr. 
Van Ufford (1952) .. rps | 24 F |. Chronic” 10 weeks Corticotrophin 1.v.: soon after start of 25 mg. in one litre 
} 5% glucuse ; no other treatment for previous week 
Zoss and Zodikoff (1951) .. | 56 M 1), | 7 weeks 
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It is possible that adrenal cortical function in a person 
who has recently received cortisone might be inadequate 
under conditions of stress, such as trauma and fever. 

We put forward the following suggestions : 


(1) The dose of cortisone must be greatly increased where 
bronchospasm is becoming more severe in a case previously 
controlled. We suggest that the dose should be immediately 
increased to a maximum of 300 mg. daily. 

(2) Cortisone may be too dangerous, and only corticotrophin 
should be considered in long-term suppression. This would 
be drastic in the light of our present beneficial results ; but, 
unless the risky type of case can be recognised, the treatment 
is going to be definitely dangerous. 2 deaths out of 13 cases 
within twelve months of starting the trial takes some explain- 
ing away. This means a mortality of 15-3% in the first 
year. But 8 of the 13 patients, including the 2 that died, 
had asthma of such severity that they were almost permanently 
invalids, 

(3) Anaphylaxis may play a fatal part in deaths associated 
with corticotrophin, 


H. T. Howat (personal communication) reports that in 
a case.where a patient died shortly after an injection 
of corticotrophin anaphylaxis seemed to be a likely cause 
of death : 


A man, aged 43, was admitted to hospital on Oct. 30, 1952, 
in a collapsed state with extremely severe continuing asthma 
of eight hours’ duration, which had not responded to repeated 
inhalations of antispasmodics and to subcutaneous injections 
of adrenaline. He was cyanosed and distressed and responded 
slowly to sedation and intravenous aminophylline. He had 
had severe attacks of paroxysmal asthma since childhood, 
but this had become worse in recent years, and he was rarely 
free from symptoms. Radiography of his chest showed 
emphysema. Skin tests showed that he was sensitive to 
inhalants and pollens only. A test dose of 25 units (25 mg.) 
of hog corticotrophin was given subcutaneously on Nov. 4, 
when he had improved slightly. His condition did not change 
for fifteen minutes, at the end of which he complained of a 
tight feeling in his chest. After two or three minutes he 
collapsed and died. There was no necropsy. It was felt 
that the injection of corticotrophin was immediately respon- 
sible for his death, which was presumed to be due to 


anaphylaxis following subcutaneous injection of hog protein. 


Conclusions 

Cortisone cannot cure asthma, but we have no doubt 
that some cases of chronic asthma can be effectively 
controlled with moderate doses of oral cortisone, provided 
the dosage is maintained. 

Cortisone failed in 2 cases with emphysema, although 
the patients lost their additional bronchospasm. It failed 
to prevent 2 cases from passing into fatal status 
asthmaticus. 

Cortisone treatment is dangerous to life in some 
undefined types of asthma. 


Summary 


11 patients with severe bronchial asthma have died 
while under treatment with either cortisone or cortico- 


trophin : 7 were having cortisone, 2 corticotrophin, and 
2 both drugs. 8 were men and 3 women. They were 
aged 24-72. 


Until more is known about cortisone and corticotrophin, 
these drugs cannot be exonerated. 


We are grateful to the Medical Research Council for 
supplying us with the cortisone. 
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CYANOSIS FROM ABSORPTION OF 


MARKING-INK 
IN NEWBORN BABIES 


I. F. MacMats 
B.Sc., M.B. Glasg., D.Obst. 
CLINICAL ASSISTANT IN OBSTETRICS, WEST WILTS AREA 
JOHN APLEY 
M.D. Lond., M.R.C.P. 
CONSULTANT PADIATRICIAN, UNITED BRISTOL HOSPITALS AND 
BATH CLINICAL AREA 


Cranosis in the newborn naturally causes concern 
because it may be due to infection, atelectasis, intra- 
cranial disturbance, congenital heart-disease, or other 
serious internal disorders. Extraneous causes must also 
be considered, especially if several infants in a nursery 
are affected simultaneously.. Thus, it has been shown 
that cyanosis may be due to methzmoglobinemia 
resulting from the absorption of marking-ink containing 
aniline dye. Since the original report by Rayner (1886), 
who described “ whimberry” cyanosis in newborn infants 
caused by marking-ink on napkins, several similar out- 
breaks have been recorded. Nevertheless, the condition, 
with its potential dangers to the affected babies, is not 
so widely known as it might be. 

Blueness is usually the only presenting sign; but 
there may be minor disturbances, such as restlessness, or, 
occasionally, serious disorders which can cause death. 
Vomiting, abdominal distension, loose stools, jaundice, 
and hematuria have been reported (Graubarth et al, 
1945). Respiratory difficulty has been described, and 
bronchopneumonia may ensue even after an interval of 
two to four weeks (Kagan et al. 1949). In one outbreak 
involving 17 infants there were 4 deaths, of which 3 
were due to bronchopneumonia (Graubarth et al. 1945). 


Outbreak of Cyanosis in a Nursery 


One morning 2 infants in the nursery of a maternity 
hospital were noted by the nursing staff to be blue. 

In the evening of the same day one of these infants began 
to have projectile vomiting, though otherwise he seemed well. 
At this time cyanosis was quite deep over the whole body and 
especially at the lips and anus. No other evidence of disease 
was found, but a dark-blue smudge was seen on the left 
buttock, evidently corresponding with the site of marking-ink 
on the napkin. Cyanosis gradually disappeared during the 
next three days. The vomiting quickly ceased to be 
projectile, and after five days it subsided completely. 

The 2nd infant was said to be very well apart from moderate 
cyanosis. Because he was about to be discharged from 
hospital he had been bathed’ and changed from hospital 
clothes into those provided by his mother.- By the evening 
cyanosis was barely perceptible, though a dark stain was then 
found on the left thigh. 

On the same evening a 3rd baby was found to be extremely 
cyanosed, and a dark-blue stain was found on the right 
buttock. The baby’s colour reverted to normal after two days. 


In none of these three infants was any other abnor- 
mality found. The 2 with profound cyanosis had been 
placed in an oxygen tent, but this led to no diminution 
of the cyanosis. 

The remaining 16 infants in the nursery were examined 
that evening. In 3 there was slight cyanosis, which was 
most distinct at the lips and anus. None showed any 
other disturbance, and in all the colour returned to 
normal within two days. 

All the affected babies were seen again between three 
and four weeks after the attack of cyanosis, and all had 
progressed uneventfully. 


The Marking-ink 


In the week before the outbreak of cyanosis the 
number of babies born in the hospital had increased 
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greatly, and consequently there was a shortage of 
laundered baby napkins. For one or two days immedi- 
ately before the outbreak new napkins had been used 
without the usual preliminary washing. In order to 
prevent laundry losses all napkins at this hospital are 
stamped with marking-ink, the full name of the unit 
being shown in thirty-eight letters each '/, in. high. 
The bottle of marking-ink which had been used bore 
on the label the words: ‘‘ Shake the bottle before use. 
No other directions are necessary ’’ and ‘*‘ No precautions 
whatever need be taken.’ On inquiry the manufacturers 
informed us that the ink contains aniline and induline. 


Discussion 

Diagnosis 

Cyanosis due to marking-ink can usually be diagnosed 
correctly if it is remembered that aniline dyes can be 
absorbed through the skin or inhaled in the vapour of an 
oxygen-tent or incubator. For diagnosis there is cer- 
tainly no need to reproduce the cyanosis, as has been 
done, by the deliberate application of marking-ink. A 
tentative diagnosis may be made, even without being 
informed that unwashed, marked napkins have been 
used, by finding a dark-blue stain on the buttocks or 
thighs. The diagnosis is supported by the absence of 
other causes of cyanosis and the response to oxygen 
therapy, and is confirmed by the return to normal 
colour when the source of the dye is removed. Con- 
firmation of the diagnosis by spectroscopy of the blood 
(for methemoglobin absorption bands) or urine examina- 
tion (for breakdown products of aniline) (Howarth 1951) 
is of interest but is not essential. 


Severity of Symptoms 

The severity of the symptoms depends on various 
factors, of which probably the most important is the 
amount of dye absorbed. From Graubarth’s (1945) 
series, in which 3 out of the 4 deaths were of premature 
infants, it seems possible that prematurity carries an 
increased risk. Possibly one factor here may be that 
premature infants are nursed in incubators and oxygen- 
tents, where a high concentration of vapour containing 
aniline dye may be built up (Pickup and Eeles 1953). 
Another possible factor is that dye on the skin is less 
likely to be washed off in premature infants, who are 
infrequently bathed; and our 2nd case suggests that 
bathing soon after exposure to the dye reduces the 
amount absorbed, Absorption may be increased in the 
presence of sore buttocks (Scott et al. 1946). 


Treatment 

Treatment with large doses of ascorbic acid, or by 
the injection of methylene-blue, has been recommended. 
In the Sorrento outbreak methylene-blue appeared to 
have a dramatically beneficial effect (Howarth 1951), but 
Jraubarth et al. (1945) found it valueless. In our series 
drug treatment was deliberately withheld. 

The immediate treatment is promptly to remove the 
source of the dye, and to wash away any which remains 
on the skin. Oxygen may be given and antibiotics 
administered if there is evidence of pulmonary infection. 
The best treatment is preventive. If marking-ink has 
been applied to napkins or clothing these should immedi- 
ately be boiled. It is safer still to ensure that all marking 
is done by stitching on initials made with dye-fast 
materials. 
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FORCEPS DELIVERY OF THE 
AFTERCOMING HEAD 


E. I. Ostry 
M.B.E., M.R.C.O.G., D.P.H. 


SENIOR REGISTRAR, SAMARITAN HOSPITAL FOR WOMEN, LONDON 


Tue teaching of delivery of the aftercoming head in 
the normal breech presentation in a primigravida has 
scarcely changed 
since it was first de- 
scribed in writing. 
Once the trunk and 
shoulders are born, 
and the nape of 
the neck comes to 
rest under the sym- 
physis pubis, one of 
several essentially 
similar manceuvres 
is used: with or 
without supra- 
pubic pressure, the 
fetal trunk is 
carried forward 
and upwards over 
the maternal abdo- 
men, usually in the 
manner indicated 
in fig. 1. At times 
this is assisted by 
either the Prague, 
the Wigand- 
Martin, or the 
Mauriceau-Smellie- 
Veit maneuvre to 
assist in controlling 
the rate of delivery 
and to maintain Fig. !—-Usual method taught of delivering 
an attitude of aftercoming head without forceps. 
flexion. In textbooks the description of what follows is 


almost uniform ; a composite quotation would read as 
follows: ‘‘ The chin, face, and forehead slip over the 








Fig. 2—Usual method taught of applying forceps to aftercoming head, 
with trunk placed as in fig. |, cannot produce any flexion and may 
promote extension. 
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Fig. 3—Alternative method, with trunk in position shown, may prevent 
undue extension and does prevent complete flexion. 


perineum, and the infant is delivered.’ Almost invariably 
the injunction ‘“‘ maintain flexion ”’ or ‘‘ promote flexion ”’ 
is added. 

How is it possible to maintain flexion with the head 
held more or less firmly in the vagina while the trunk, 
however gently, is extended over the maternal abdomen ? 
A close watch at the average well-conducted breech 
delivery with taut foetal trunk and ijegs and extended 
head supplies the answer. A near replica of fig. 1 can be 
found in many current textbooks. True, with the aid of 
jaw traction or, as it might better be called, jaw flexion, 
with all its attendant dangers, undue extension may be 
prevented, but can flexion be achieved ? Does jaw trac- 
tion without excessive force flex the head or merely open 
the mouth 
widely and 
bring the 
chin down to 
the sternum 
and so simu- 
late flexion 
without 
moving the 
rest of the 
foetal head ? 

To —over- 
come this 
extension of 
the head and 
other  diffi- 
culties asso- 
ciated with 
delivery of 
the after- 
coming head, 
forceps have 


been used. Fig. 5—Trunk is raised, supported on obstetrician’s 
“4 ° . g- run » 

Razly in _ hand, to horizontal position, and handles of forceps 

century t ®Y are carried upwards over maternal abdomen. 

were first 


applied to cases where there was some difficulty 
in effecting delivery. This procedure has become 
increasingly popular for a variety of valid reasons that 
need not be entered into here. In many hospitals today 
forceps are used as a routine procedure in all breech 
deliveries in primigravide and in some selected ones in 
multiparse when the head is at the outlet. 

The usual method of application and extraction is 
shown in fig. 2. Almost any type of forceps may be used, 
but Wrigley’s are ideal. 

Fig. 2 will be familiar to readers of many current text- 
books. Though this method fulfils most of the advan- 





tages of forceps 
extraction in 
this type of 
case it does 
not promote 
flexion. In 
fact, if used 
as in fig. 2 it 
cz nnot pro- 
duce any flex- 
ion and may 
even promote 
extension. If 
used as in fig, 
3, though the 
forceps may 
prevent undue 
extension they 
act as a splint 
with the tips 
fixed to the 
head and the 
handles abut- 
ting against 
the fetal 
trunk, thus 
Fig. 4—Application of forceps from behind trunk, Preventing 

which is hanging down. complete 

flexion. 

To overcome this disability, while the infant is hanging 
in the Burns-Marshall position the forceps can easily be 
applied from behind as in fig. 4. It is easier to do this 
then than when the infant is raised. No assistant is 
required to raise the trunk while the operator applies the 
forceps. Once the forceps are applied, the handles are 


grasped in the right hand, and the fotal abdomen rests 
on the obstetrician’s left palm (fig. 5). 


The head is then 





Fig. 6é—As traction is exerted with forceps, flexion of head is accentuated. 


gently and slowly extracted. Each pull on the forceps 
not only extracts the feetus also but accentuates flexion 
(figs. 5 and 6). 

Instead of acting as a splint, the forceps handles act 
as a barrier preventing extension. It does not matter in 
what direction either the fetus or the forceps are moved, 
flexion must be maintained or increased at every level, 
and as a result it is impossible for any other than the 
smallest diameter of the fcetal head to come through. 
The foetus rests gently on the left palm without tension, 
the upper and lower limbs are well out of the way of the 
forceps, no assistant is required, the rate of extraction is 
readily controlled, and flexion is maintained or increased 
even in the most inexperienced hands. 
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This method of forceps application and extraction was first 
taught to me by Mr. C. M, Gwillim, F.R.c.0.G., of St. George’s 
Hospital and the Samaritan Hospital, while I was acting as his 
resident obstetric assistant at St. George’s Hospital. I am 
indebted to him for permission to publish. I should like to 


thank Miss M. A. Snow, of the Samaritan Hospital, for the 
drawings. 


HEMIPLEGIA 
COMPLICATING OPHTHALMIC ZOSTER 
8. CorE 


M.D. Leeds, M.R.C.P. 
SENIOR MEDICAL REGISTRAR, WHISTON HOSPITAL 


A. THELWALL JONES 
M.D. Lpool, M.R.C.P. 


CONSULTANT PHYSICIAN, UNITED LIVERPOOL HOSPITALS AND 
WHISTON HOSPITAL 


Tue clinical features resulting from involvement of 
the central nervous system by the zoster virus fall into 
four groups : 


1. The most common picture is that in which a lower- 
motor-neurone lesion develops. This has often been recorded 
(Cornil 1930, Carter and Dunlop 1941, Taterka and O'Sullivan 
1943). 

2. In other cases the features of myelitis may be most 
distinct (Worster-Drought and McMenemey 1933, Whitty and 
Cooke 1949), 

3. In the third group encephalitis ensues, and this is usually 
a fatal complication (Schiff and Brain 1930, Krumholtz and 
Luhan 1945, Hassin and Rabins 1946). 

4. The rarest type is that in which hemiplegia occurs in 
the absence of other evidence of encephalitis. Several cases 
have been reported ; but, in our opinion, the diagnosis was 
certain in only three. 


In the following case the association of hemiplegia 
with ophthalmic zoster was clear. 


Case-report 


A woman, aged 54, was admitted to hospital on June 13, 
1953. She gave a history of herpes zoster in the thoracic 
region some twenty years previously ; but there had been 
no Other illnesses. Her father had died at the age of 80 
and her mother at the age of 86. Her two brothers, aged 
69 and 63, were well. About five weeks before admission 
she had developed herpes zoster affecting the ophthalmic 
division of the right fifth cranial nerve ; the rash had persisted 
and was still causing considerable pain when the patient was 
first seen by us. 

On June 9 she had complained of feeling “ heavy ’’ and 
““ weak in the legs,” and had been drowsy. The following 
morning speech was difficult ; there was severe tingling in 
the left hand and face ; and the left arm and leg were weak. 
There was no incontinence of urine or feces. During the 
few days before admission the speech had returned to normal, 
but the weakness of the left side persisted. 

On examination the pupil of the right eye reacted poorly 
to light and accommodation, owing to an old iritis with 
pin-point deposits on the back of the cornea. Corneal 
sensation was somewhat diminished. Movements of the eyes 
were normal, 

Upper-motor-neurone weakness could be demonstrated in 
the distribution of the seventh, tenth, and twelfth cranial 
nerves. There was weakness of the left arm and leg, but 
muscle tone did not appear to be abnormal, The arm and 
leg reflexes were increased ; the left abdominal reflexes were 
absent and the left plantar response was extensor. Inco- 
ordination could be demonstrated in the left arm and leg, 
of the type and extent expected in hemiparesis. 

The right side of the body was normal. No sensory 
change could be found anywhere, apart from blunting of 
superficial sensation over the zone affected by the herpes 
zoster, and there was no astereognosis. No neck rigidity was 
present, and Kernig’s sign was negative. 

The blood-pressure was 140/90 mm. Hg; and the arteries, 
judged from palpation of the radial, brachial, and. temporal 
vessels and inspection of the retin, were normal. No abnor- 
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mality was detected in any other system, and the temperature 
was normal, 

Investigations —Lumbar puncture on June 17 yielded clear 
cerebrospinal fluid (C.s.¥.) under a pressure of 80 cm. water, 
with normal compression responses. The C.s.F. contained 
48 white blood-cells per c.mm.; protein 50 mg. per 100 ml. ; 
with a slight excess of globulin ; chlorides 710 mg. per 100 ml. ; 
and sugar 60 mg. per 100 ml, c.s.F. and blood Wassermann 
reactions were negative. The hemoglobin level was 106%. 
The urine was normal. 

Progress—The \ocal rash rapidly faded, the hemiparesis 
slowly improved, and the patient was allowed up on July 2. 

The patient was re-examined nine months later. She 
had no new complaints apart from tingling when combing 
the hair over the site of the zoster rash, which was now 
completely healed. Difficulty in using the left hand had 
persisted owing to weakness and slight awkwardness in the 
left thumb and fingers and left wrist. The left foot still 
dragged on walking, although dorsiflexion appeared stronger, 
This damage was entirely of pyramidal origin. No fresh 
abnormality was noted, and facial weakness was no longer 
detectable. 


Discussion 


Baudouin and Lantuejoul (1919) referred to a case, 
under the care of Dumary in 1896, in which a left 
hemiplegia occurred four weeks after a right-sided 
ophthalmic zoster. This appears to be the first description 
of this type of case. 

Various workers have quoted Brissaud (1896) as the 
original observer, but we find his cases unacceptable. 

The first was a man, aged 54, a sufferer from migraine, 
who three months after his attack of zoster had an illness 
suggesting subarachnoid hemorrhage. His second case was 
one of zoster encephalitis in which hemiplegia was only part 
of the picture. In the third case the diagnosis of zoster 
was open to doubt, and the insidious onset of neurological 
signs was more in keeping with a space-occupying lesion. 


In 1929 Faure Beaulieu and Lhermitte described a 
case in a man, aged 74, who developed a right hemiplegia 
following zoster in the region of the eleventh and twelfth 
dorsal dermatomes on the right side. In 1930 Lhermitte 
and Vermes described a similar case in a man, aged 75, 
who three days after zoster involving the second left 
cervical segment developed signs of an upper-motor- 
neurone lesion on the right side. Most workers 
regard the diagnoses in these two cases as cerebral 
thrombosis in the first case and as neurosyphilis in the 
second. 

In the case discussed by Gordon and Tucker (1945) 
the patient was a man aged 26. He developed left-sided 
herpes’ ophthalmicus followed three weeks later by 
paralysis of the right face and arm; a week later the 
paralysis spread to involve the right leg and he also 
developed aphasia. 

The third genuine case appears to us to be that 
described by Hughes (1951). A woman, aged 70, developed 
zoster of the right forehead and upper face, followed 
four weeks later by a left hemiplegia. 

Thus in three previously described cases and in our 
own case hemiplegia has appeared some three to four 
weeks after an attack of herpes zoster. In each case 
the site of the lesion was automatically related to the 
site of the zoster. 

Gordon and Tucker (1945) maintain that the zoster 
virus invades the central nervous system as a whole, 
and that the hemiplegia is due to a vascular thrombosis 
consequent upon damage by the virus at the time of 
invasion. 

In their cases of diffuse encephalitis Schiff and Brain 
(1930) noticed a predominance of lesions in the regional 
area of the ganglion affected. Biggart and Fisher (1938) 
were so impressed by the distribution of the lesions in 
their case of zoster encephalitis that they suggested that 
spread might take place by preformed pathways. 

Denny-Brown et al. (1944) have shown that unilateral 
spread up and down the cord for two or three segments 
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may occur, and this this was .s previously suggested by Worster- 
Drought and McMenemey (1933). These workers also 
refer to Bruce’s (1907) case of herpes zoster affecting 
the right seventh and eighth dorsal segments, followed 
three weeks later by pyramidal changes and ipsilateral 
dissociated anesthesia below this level. 

In 1924 Lhermitte and Nicholas commented on peri- 

vascular cuffing in the pyramidal tract as a result of 
supposed involvement by the zoster virus. In their 
later paper Lhermitte and Vermes (1930) described 
scattered vascular and cellular changes. These changes 
were confirmed by Denny-Brown et al. (1944). . 
’ In all the cases described the latent period was almost 
the same. Thus there is ample evidence to support our 
contention that the hemiplegia complicating herpes zoster 
is due to direct loca} spread into the corticospinal tract 
from the trigeminal ganglion. The lesion is due to direct 
attack and not to vascular thrombosis. 


Conclusions 
In hemiplegia due to ophthalmic zoster the virus 


settles in the trigeminal ganglion producing ophthalmic 
herpes. After a Jatent period of about three weeks the 
virus invades the nearby brain area, attacking the 
pyramidal tract and causing a hemiplegia by direct 
damage. 
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OPERATION ON THE EXSANGUINATED 
PATIENT 


REDUCTION OF RISK 
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CONSULTANT SURGEON SURGICAL REGISTRAR 
KENNETH C. GRIGOR 
_ M.D. Glasg., F.F.A. R.C.S. 
CONSULTANT ANASTHETIST 
THE VICTORIA INFIRMARY, GLASGOW 


THE case reported here illustrates an anesthetic 
technique which may enable major surgical operations 
‘to: be undertaken on gravely ill, exsanguinated patients. 
For fifteen consecutive days intravenous infusions were 
given into the cephalic vein without adjustment of the 
apparatus. 

* A man, aged 73, was admitted on Feb. 21, 1954, to the 
Victoria Infirmary, under the care of Mr. Robert Mailer. He 
was seen by one of us (J. ©, G.), and perforated peptic ulcer 
was diagnosed. In the first instance the patient was treated 
expectantly, but twenty- -four hours later evidence of increasing 
peritoneal involvement made operation imperative. 

Operation (J. C. G.) revealed an indurated anterior duodenal 
ulcer, with a large central perforation. This was closed and 
covered with an omental ‘ patch.” This procedure resulted 


in such narrowing of the duodenal channel that an anterior 
gastrojejunostomy was added. 

Progress.—Apart from thrombophlebitis of the right internal 
saphenous vein following intravenous infusions into this vein, 
convalescence was uneventful until the seventh postoperative 
day. From then until the twelfth postoperative day there 
was evidence of gastric retention, which was controlled by 
gastric suction and by intravenous fluid and electrolyte 
replacement. At this stage the patient had severe hema- 
temesis and melzna. This recurred frequently within the 
next twenty-four hours. Despite repeated transfusion with 
whole blood (8 pints) bleeding continued, and the patient’s 
condition steadily deteriorated. 

By the afternoon of the fourteenth postoperative day the 
patient was semiconscious, with a feeble pulse. The blood- 
pressure had fallen to unrecordable levels and death seemed 
imminent. The attempt to get the patient into a fit state for 
operation by méans of transfusion had failed. Following the 
suggestion (Smith and Fairer 1953) that the phenthiazine 
derivatives reduce basal metabolism, produce effective auto- 
nomic block, and induce a shock-resistant state, a mixture of 
chlorpromazine (‘ Largactil’) 50 mg., promethazine (‘ Phen- 
ergan *) 50 mg., and pethidine 50 mg., made up to 20 ml. in 
normal saline, was cautiously injected intravenously. Definite 
improvement resulted. The blood- pressure could be recorded 
at 40 mm. Hg systolic, and there was an improvement in 
pulse-volume, 

Laparotomy was done in the theatre, without removing the 
patient from his bed. 

Anesthesia was induced with thiopentone 0:15 g. and 
maintained with nitrous oxide and oxygen, following oral 
intubation, Subsequently thiopentone 0-1 g. and gallamine 
80 mg. were administered. A blood-transfusion which was 
set up in the leg because of extensive thrombosis of the 
superficial arm veins, was not adequate. The left cephalic 
vein, at shoulder level, was subsequently exposed after 
the method of Antia (1954); after extraction of a con- 
siderable length of blood. clot this route proved entirely 
satisfactory, coping with two pints of whole blood in thirty 
minutes. 

On re-opening the wound (I. G.), the whole upper abdomen 
was found to be a mass of adhesions, with a purulent bile- 
stained collection lying below the liver. With some difficulty 
the various organs—stomach, duodenum, gall-bladder—were 
exposed and identified. While this was being done the 
anastomosis was damaged, and, being open, was examined for 
bleeding, but none was found. The duodenum was opened 
through the site of the pérforation, when the bleeding was seen 
to be coming from a vessel in the superior margin of the 
ulcer. The bleeding point was underrun with a catgut stitch, 
the duodenum repaired, and the anastomosis reconstituted. 

During the operation, which took just-under an hour, the 
blood-pressure did not rise above 40 mm. Hg systolic until the 
bleeding-point was ligated ; thereupon the pressure began to 
rise steadily, and at the end of operation it was 70 mm. Hg 
systolic, 

Progress.—During the next six days the patient’s condition, 
under the circumsté@nces, was considered to be satisfactory. 
The blood-pressure rose to 105/70 mm, Hg, the pulse had 
become steady at 90-100 per min. and the fluid balance was 
adequately maintained. Throughout this period there had 
been some discharge from the wound of thin, brownish, bile- 
stained fluid, indicating duodenal leakage; there had 
been no bleeding externally nor into the alimentary track. 
It was hoped that the fistula would close spontaneously. But 
from the seventh day after the second operation the discharge 
became more profuse, and the patient ultimately died on the 
fifteenth day after the second operation. 


It falls to all general surgeons to be faced with ‘the 
rescue of a patient exsanguinated as a result of bleeding 
from a peptic ulcer, Often transfusion with whole blood 
will so improve the patient’s condition that surgical 
treatment can be undertaken with a reasonable chance 
of success. Occasionally—perhaps most frequently in 
the elderly patient—transfusion fails to produce improve- 
ment; and operation under such circumstances, using 
the standard methods of anwsthesia, is bound to fail. 
The deaths in operations for bleeding ulcer are mostly 
in cases where the surgeon feels compelled to operate 
though the chances of recovery are negligible. 
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The introduction of an anesthetic technique which 
produces an effective blockage of the autonomic nervous 
system and lowering of the basal metabolic rate may help 
to solve the problem. Fortijied in this manner against 
shock, the patient may be able to withstand the additional 
trauma of operation. In the present case the patient 
would probably have stood up to the more extensive 
procedure of gastrectomy, and death from fistula might 
have been avoided. 

Throughout the second postoperative period, lasting 
fifteen days, the patient was given 56 litres of intravenous 
fluids. This was all transmitted through a cannula 
inserted into the left cephalic vein as it lies in the sulcus 
between the deltoid and the pectoralis-major muscles. 
This allowed the patient the free use of his arms, and 
although he was restless the flow was never interrupted. 
The only complication observed was slight cedema of 
the hand and forearm. 
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BREAST CARCINOMA 


THE INFLUENCE OF A FEBRILE ILLNESS ON AN 
ARRESTED CASE 


IWEN HILTON 
B.Se., M.B. Lond., F.F.R. 


DIRECTOR, RADIOTHERAPY DEPARTMENT, UNIVERSITY COLLEGE 
HOSPITAL, LONDON 


Tue following note illustrates how a carcinoma of the 
breast with bone metastases, which had appeared to be 
stationary while under observation for nine years, 
suddenly became generalised after an acute febrile illness. 


CASE-REPORT 


The patient, when first examined, was a healthy-looking 
woman aged 46. She gave an eighteen months’ history of 
a lump in the right breast; there had been an occasional 
stabbing pain in the breast, more severe during menstruation. 
In the upper inner quadrant of the right breast she had a 
hard nodular tumour attached to the skin but not to the 
deep fascia ; this lump caused a visible swelling of the upper 
and inner part of the breast. No enlarged glands were 
palpable in the right axilla or in the right supraclavicular 
region. The left breast and glandular drainage areas appeared 
normal, and radiography of the chest showed no pulmonary 
metastases. 

A radical mastectomy was performed. Section of the 
operation specimen showed an actively growing medullary 
carcinoma diffusely invading the stroma of the breast and 
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the peripheral areolar tissue; several lymph sinuses were 
full of cancer cells, but the stroma showed a fair degree 
of reactive fibrosis. Section of the gland showed considerable 
hyperplasia of the reticulum but no malignant invasion. 
Convalescence was uneventful, and the patient remained well 
or two years. 

Two years after operation she experienced pain at the 
bottom of her back and down both legs. Radiography of 
the pelvis and femora showed several metastases, which were 
osteolytic, with a little surrounding sclerosis. Fig. 1 shows 
one of these metastases in the left ilium. No radiotherapy 
was given to the metastases, for the pain had subsided when 
the patient attended the radiotherapy department two weeks 
after radiography. ‘Thereafter she was clinically well. 

Three years later an enlarged gland was found on the medial 
wall of the right axilla. This gland was irradiated and 
regressed, leaving an area of induration with indefinite edges. 

After another three years several glands became palpable at 
the apex of the right axilla and in the right supraclavicular 
triangle. These enlarged glands were irradiated and responded 
satisfactorily to radiotherapy. 

A year later an enlarged gland became palpable in the left 
supraclavicular triangle; it was irradiated and regressed. 
For the seven years after the bone metastases in the pelvis 
had been diagnosed the patient’s general condition had 
remained good, and such secondary deposits as had appeared 
were consistently radiosensitive. She had led a normal life 
and had no pain. Radiography of her pelvis and femora 
during this period showed no extension of the metastases in 
the bones but only an increase in the surrounding sclerosis 
(fig. 2). 

A year later (ten years after the operation) the patient had 
an acute febrile illness during an influenza epidemic and 
never fully recovered from it. Her general condition 
deteriorated, she steadily lost weight, pain returned in the 
lower part of the back, and multiple skin metastases appeared 
in the mastectomy area. Radiography of the pelvis showed a 
break in the sclerotic ring and an extension of the rarefied 
area (fig. 3). Radiotherapy was given to the skin deposits ; 
there was a temporary response only, and two weeks after 
the treatment the skin nodules began to enlarge again, and 
fresh ones appeared even in and above the irradiated area. 
Bone metastases appeared in the left scapula, lumbar spine, 
and pelvis, and the general condition rapidly became worse. 
The patient could not attend as an outpatient, and when she 
was admitted she was considered too ill for further radio- 
therapy. She died shortly after admission. 

Necropsy showed metastatic growths throughout the body, 
involving the skin in the mastectomy area, the parietal and 
visceral pleura, the lymphatics of the lungs, the hilar and 
para-aortic abdominal glands, both adrenal glands, and the 
leptomeninges, besides widespread skeletal deposits. 


COMMENTS 


This case demonstrates clearly the importance of the 
defence mechanism of the body. Glandular metastases 
appeared during the ten years after the operation but 





Fig. | Fig.2 Fig. 3 


Fig. |\—Osteolytic 





Fig. 2—Same metastasis six years later, showing increase in thickening 


of sclerotic ring. 


tasis with thin margin of sclerosis in left ilium. 





Fig. 3—S ta is after febrile iliness, showing disappearance 
of lower and outer part of sclerotic ring and increase of rarefied 
area in ilium. 
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were radiosensitive. From our experienee of the histology 
of irradiated glands in other cases of carcinoma of the 
breast it is likely that viable cancer cells remained in 
the glands, but clinically they ceased to grow. The 
X-ray appearance of the bone metastases remained 
unchanged all this time, apart from a thickening of the 
sclerotic ring ; the growth in these metastases was held 
in check by the osteoblastic reaction of the bone—a 
spontaneous defence mechanism of the body. Other 
emboli of malignant cells may well have passed to various 
parts of the body but did not develop into metastases. 
The patient’s general condition remained excellent until 
during or just after an acute febrile illness, this defence 
mechanism broke down. The process which must have 
taken place in all the metastatic foci in the body is 
illustrated in the bone metastasis: the firm sclerotic 
ring dissolved, and malignant cells escaped and spread 
through the body. What we do not know is whether 
the malignancy of the cancer cells increased after the 
illness, enabling them to break through the barrier which 
had enclosed them for years, or whether the other 
body defences had become enfeebled by the febrile 
illness. 





New Inventions 


A PLASTIC SUMP DRAIN 


THE principle of sump drainage in surgery is not new 
and is well exemplified in Freyer’s tube ; but it has not 
been widely applied, perhaps because of the difficulty of 
designing widely adaptable sump drains and because of 
the discomfort of a rigid drain to the patient. 

I have designed and used a simple piece of equipment 
made of ‘ Portex’ vinyl ether, a flexible plastic, which 
allows the outer or sump portion of the drain to move 
comfortably with body movements and 
to lie in a track which is not straight. 
It consists of an outer or sump portion 
shaped like a test-tube with multiple 
pa holes at the blind end to allow fluid to 
Air inlet gravitate into the tube, and an inner 

or suction portion. The outer portion 
a if has a diameter of not more than 1 cm. 


To suction 
pump 


The inner or suction tube passes down 
almost to the blind end of the sump 
portion. It is held in position by a 
collar at the entrance to the outer tube, 
tight enough to prevent the inner tube 
from falling out during sterilisation. yet 
loose enough to allow removal for clean- 
ing. The inner portion projects from 
the assembly so that it may be attached 
to suction apparatus. The formation of 
a vacuum in the sump tube is prevented 
by a small gap in the circumference of 
the collar past which air may flow freely. 
a The length of the sump portion can be 
arranged to suit any size of patient or 
depth of cavity, and its diameter may 
be of any preferred dimension. I have 
been content with only two sizes. 

This apparatus has given satisfaction 
as drainage in a wide variety of opera- 
tions. It is particularly valuable for 
draining large dead spaces where ooze of blood or serum 
is difficult to control, and in large abscess cavities. 
It is particularly valuable where digestive fluid is dis- 
charged, such as in a pancreatic fistula and in leakage 
from the small bowel. I have used it in operations 
for large ventral hernia, hydrocele of the tunica 
vaginalis, cholecystitis, and duodenal ulcer, and even 
in lumbar sympathectomy when final hemostasis was 
difficult. 


I am grateful to Dr. S. A. Leader, of Portland Plastics Ltd., 
who have made this assembly to my design and from whom 
the drain can be obtained. 
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Drain holes For 
Collecting Fluid 


GAVIN CLELAND 


Mauchline, Ayrshire M.B.E., F.B.C.S.E. 
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Epilepsy and Functional Anatomy of the Human Brain 
WILDER PENFIELD, 0.M., M.D. Johns Hopkins, F.R.S. ; 
HERBERT JASPER, M.D. McGill. London: J. & A. 
Churchill. 1954. Pp. 896. 115s. 


THE surgical neurologist, operating under local anal- 
gesia, has long enjoyed unique opportunities for probing 
the workings of the human brain. In studying and 
treating cases of focal epilepsy, Dr. Penfield and his 
colleagues at Montreal are working a mine whose riches 
are for the scientist and philosopher as well as for the 
clinician. 


In their latest periodic cumulative survey of their experience 
they review 750 cases, 213 of which are described and indexed 
in the book. Each chapter is signed by the responsible 
author. The main purpose of the book is clinical. In the 
description of symptoms, Gowers’s and Jackson’s accounts 
have needed no embellishment, but in every other direction 
progress has been substantial: recognition of the variety and 
causation of structural lesions ; accurate location, by electrical 
means, of the epileptogeni¢ foci in the abnormal cortex 
bordering them ; electrographic control of successful extirpa- 
tion, and avoidance of injury to speech mechanisms by 
defining their frontiers by electrical arrest of speech. The 
clinical and electrical characterisation of centrencephalic 
seizures, in which disturbance of consciousness is primary, is 
important. 


In all this work, the collaboration of a surgeon trained 
in experimental physiology and pathology with a 
physiologist (as opposed to an electro-encephalographic 
technician) is‘ yielding brilliant results. Painstaking 
study of individual. cases is gradually reducing the 
bulk of the scrap-heap of idiopathic or cryptogenic 
epilepsy. It also helps the surgeon to avoid needless 
damage to normal brain-tissue. By removing only 
abnormal tissue, which is, in effect, an electrical stimu- 
lator embedded in the brain, he allows normal cerebral 
function to continue uninterrupted by continuous low- 
grade discharges and episodic storms. The statement 
that ‘‘ complete hemispherectomy has never proved 
necessary or justifiable in our experience ’’ must carry 
great weight. One case of left-sided hemispherectomy 
(Penfield prefers to call it ‘‘ corticectomy ’’) is, however, 
reported ; but in it the whole of the cortex on the side 
affected was proved tosbe abnormal. 

As contributions to physiology the book describes 
valuable observations on cerebral localisation, on the 
electrical activity of normal cortex in different regions, 
on the cerebral circulation, and on local changes in it 
following epileptiform discharges. All this has been 
done with perfect regard for the patients’ rights and 
feelings. These accurate observations will be prized long 
after their tentative interpretations have been super- 
seded, as the authors repeatedly and modestly expect 
that they will be. . 


Those bearing on anatomical localisation are of greatest 
contemporary interest. ‘*‘ Suppressor strips’ have not been 
encountered in man. The well-known somatic homunculi, or 
figurines as they are now fashionably called, are offered as 
having ‘‘ the defects, and the virtues, of cartoons in that they 
are inaccurate anatomically and yet they call attention to 
differences in the character of areas.’”’ It is made clear that 
‘“* one representation is not sharply demarcated from adjacent 
representations. Stimulation at a point by a small electrode 
not infrequently results in activation of adjacent repre- 
sentations.”” But why adjacent ? Can conventional electrical 
stimulation distinguish between adjacent and commingled 
representations ? 

At this relatively low level representation is anatomical. 
Points of departure of corticofugal pathways gre fired by 
electrical stimulation or by epileptic discharge, causing 
involuntary activity at the periphery. Such movements are 
far removed from natural movements. During voluntary 
movement Penfield and Jasper find that the resting electrical 
rhythm of the exposed Rolandic cortex ceases locally, pre- 
sumably because idling cellular rhythms are desynchronised 
into a highly organised pattern. So it is not surprising that 
representation at this more subtle level cannot be revealed 
by electrical driving of the cells in phase, at say 60 cycles 
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per second, Another high-level activity is speech, which has 
never been elicited by electrical stimulation, and is always 
arrested by it. 

In what sense, then, are we to think of localisation of 
memory mechanisms in the temporal lobes ?_ Here, elaborate 
psychical hallucinations have been evoked by electrical stimu- 
lation, but only in patients with habitual psychical seizures. 
Yet artificially induced or epileptic hypersynchrony of a 
group of neurones cannot easily be imagined as the basis of 
an unfolding pattern of hallucination. Elaboration of such a 
pattern must be taking place in tissue beyond the range of 
the stimulating electrode in the one instance, and in tissue 
not pre-empted by hypersynchronised discharge in the other. 
Its true anatomical localisation, if it has an invariable one, 
must be outside the abnormal focus, although the hallucination 
must be set going in some way by the abnormal discharge. 
However this may turn out, it will not affect the practical 
usefulness of psychical symptoms in the localisation of disease 
processes, as perhaps opposed to normal activity, in the tem- 
poral lobes. 


As Penfield says: 

“The neurosurgeon who would succeed in the cure of focal 
epilepsy should have some interest in neuropathology and 
neurophysiology. He must have a stout heart as well as a 
trained hand, for he must be patient during long, tiresome 
procedures under local anzsthesia. But the rewards are great, 
for in no other field of medicine are patients more grateful for 
success, and in no other field is the gradually unfolding story 
of neurophysiology more exciting.” 


Surgery of the Ce2cum and Colon 
STANLEY AYLETT, M.B.E., M.B., B.SC., F.R.O.S., surgeon, 
Westminster Hospital teaching group (Gurdon Hospital). 
Edinburgh: E. & 8. Livingstone. 1954. Pp. 295. 45s, 


As the title suggests, Mr. Aylett has, to use his own 
words, ‘‘ deliberately excluded a study of disease and 
surgery peculiar to the rectum”; but readers will be 
glad to find that this rather artificial anatomical separa- 
tion has not been carried too far. Abdominoperineal 
excision of the rectum, for example, is described ; though 
an otherwise helpful section on megacolon does not 
refer to the condition occurring secondarily to the 
congenital abnormalities which produce a “ veiled” 
anus. There is a useful section on care of the colostomy, 
in which the washout routine is favoured, but bias appears 
in the statement that ‘‘ the patient's life is severely 
limited’? by the alternative method of establishing a 
routine of natural action. The chapter on ulcerative 
colitis is of special interest, since the Gordon Hospital 
is trying once more the practice of earlier times—namely, 
resection of the colon with ileorectal anastomosis— 
and it is to be hoped that the new trial will meet with 
more success. Operative detail is given in full, nothing 
being left to the imagination. The book will thus be 
of particular value to students of surgery approaching 
their higher examination or their first operation. For 
those with experience it will be of interest as a record of 
the Gordon Hospital methods 

It is well produced and the index is satisfactory, but 
the selection of references, which are put at the end of 
each chapter, is sometimes, we think, rather too narrow to 
give a balanced view. 





Chemical Pathways of Metabolism 
Vol. 1. Editor: Davrp M. GREENBERG, department. of 
physiological chemistry, University of California. New 
York: Academic Books. 1954. Pp. 460. $11. 

SINCE the late war a few highly specialised ‘‘ reviews ”’ 
have been published and have formed a select circle of 
their own—Vitamins and Hormones, Advances in Protein 
Chemistry, and Advances in Carbohydrate Chemistry are 
already members. Each volume as a rule consists of 
8-12 articles, well documented, and customarily written 
by experts in a particular branch of the subject. This 
is the first volume of a newcomer to the circle. 

There are 8 articles in this volume, and a rather forbidding 
list of abbreviations and symbols. Arthur B. Pardee has 
written on free energy and metabolism, David E, Green on 
enzymes in metabolic sequence, P. K. Stumpf on glycolysis, 
H. A. Krebs on the tricarboxylic acid cycle, Seymour 8. Cohen 
on other pathways .of carbohydrate metabolism, W. Z. Hassid 


' REVIEWS OF BOOKS 
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on the biosynthesis of complex saccharides, I. L. Chaikoff 
and G. W. Brown, jun., on fat metabolism and aceto-acetate 
formation, and D. K. Fukushima and Robert 8. Rosenfeld 
on sterol and steroid metabolism. 


As the editor says, ‘‘ we are well advanced in the task 
of transforming a collection of isolated, miscellaneous, 
and apparently unrelated facts into an orderly, coherent, 
and harmonious body of knowledge ”’; but it is likely 
to be many years before all the metabolic pathways have 
been fully explored and charted, and this series of 
volumes will be playing its part in the expedition. 


Anatomy for Surgeons 


Vol.1: The Head and Neck. W. Henry HOLLINsHEAD, 
PH.D., professor of anatomy, Mayo Foundation, University 
of Minnesota. London: Cassell. 1954. Pp. 560. 90s. 


Professor Hollinshead’s material is derived from his 
experience in giving postgraduate courses in anatomy 
to the surgical fellows of the Mayo Foundation, and he 
has attempted ‘‘to describe and interpret ... the 
anatomical facts and concepts which the surgeon has 
found useful.”” He has made sure that the surgical 
outlook is given full weight by referring each chapter to 
one or more of his surgical colleagues of the Mayo Clinic ; 
their suggestions and comments have been incorporated. 
The result is an authoritative text written in a clear and 
simple style and containing some admirable expositions 
of difficult subjects. 

The body is covered in three volumes, so that specialists 
can, if they desire, buy only the volume which directly 
concerns them. The scheme is regional, and each chapter is 
complete in itself. The structures in each region are 
systematically reviewed ; and physiology, pathology, embryo- 
logy, and operative surgery are drawn upon whenever they 
can add interest or illumination; there are, however, no 
details of surgical exposures. The local variations of import- 
ance to the surgeon are discussed, and each chapter carries 
a number of well-selected and up-to-date references. The 
diagrammatic illustrations have been kept simple, and on this 
account they are usually very effective. The terminology 
is not doctrinaire, and neither British nor American readers 
will have any trouble with it. The index seems to work well, 
and the book is well produced and pleasant to handle. It is 
printed in double columns, which many dislike. But this is 
@ minor point. 


It is a pleasure to commend such a _ well-written, 
interesting, and useful description and interpretation 
of the topography of the head and neck. 





Diseases Affecting the Vulva (4th ed. London: 
Henry Kimpton. 1954. Pp. 236. 31s. 6d.).—The fresh material 
which Dr. Elizabeth Hunt has added to this new edition of 
her book, will enhance its value to dermatologist and gynxco- 
logist alike. Her discussion of the relation between leucoplakia 
of the vulva and lichen sclerosis, for instance, has been 
usefully expanded. She considers that the clinical entity 
known to the gynecologist as leucoplakia is really part of a 
syndrome beginning with lichen sclerosis vel atrophicus 
(leucoplakice vulvitis), which with further irritation manifests 
itself as kraurosis if it involves the mucous surfaces, and as 
leucoplakia when the cutaneous areas are more involved. 
She holds that the condition can be cured by local treatment, 
and that vulvectomy is rarely necessary. The gynecologist 
will find the chapter on vulvar affections in relation to general 
body disorders especially valuable, for general diseases 
often present themselves to him as bizarre vulvar conditions. 
The illustrations are again good, and many useful prescriptions 
are included in the text. Fi 


British Encyclopedia of Medical Practice (2nd ed. 
London: Butterworth, -1954). Cumulative Supplement 
169. 25s.). Medical Progress (Pp. 281. 32s. 6d.). 
two together cost 52s.).—Devotees of the encyclopedia will 
be familiar with the two annuals which enable them to 
their set of volumes up to date. Lord Horder, editor-in 
remarks in an introduction that many contributors to the 
progress volume have chosen to discuss the same conditions, 
though their specialties seem at first sight far apart. The 
dangers of specialisation, he concludes, may not be so great. 
after all, and the scattered specialties may have a surprising 
amount of common ground when it comes to getting down to 
the gist of medical progress.. 
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J ELO \ | | is a dressing for all wounds 


TRADE MARK 


— sterile and ready for immediate use 








JELONET non-adherent dressings, a Smith & Nephew product, come to 

you sterilised in tins for immediate use in your surgery. They are also 
packed singly in individually sealed envelopes for use in the patient’s 

home. The non-adherent properties of Jelonet protect the delicate epithelium 
and prevent dressing trauma, enabling healing to continue undisturbed. 


PRESCRIPTION UNDER N.H.S. Jelonet may be prescribed under 

the N.H.S. in the following sizes: — single pieces in envelopes, and in tins 
containing 5, 10 or°36 pieces. Each piece 3}” x 3{”. A special size 

tin containing a strip 8 yards long x 3}” wide, zig-zag folded, is available 
for Hospitals and Surgeries. Every dressing is sterilised 

and ready for immediate use. 


Jelonet PARAFFIN GAUZE DRESSING B.P.C. 


Made in England by T. J. Smith & Nephew Ltd., Hull, for their marketing 
organisation, Smith & Nephew Ltd., Welwyn Garden City, Herts. 
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Vigorous bactericidal action over a broad 
front: that is the most decisive attack against 
mixed or resistant infections ...and that is 
the attack provided by CRYSTAMYCIN. 
Ina single injection CRYSTAMYCIN exerts the 
antibacterial activity of sodium penicillin, 
streptomycin and dihydrostreptomycin. These 
antibiotics act synergistically and, by reinforcing 
each other’s striking power, 
bring more infections 
under effective attack. 
In addition, the simultaneous 
use of these antibiotics delays 


the onset of bacterial resistance. 


combined in 


CRYSTAMYCIN..... 


Dry powder for aqueous injection 


‘Single-dose’ vial contains: sodium penicillin G 500,000 units, 


streptomycin base 0-25 gram, dihydrostreptomycin base 0-25 gram. 
In boxes of 10 vials 
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LAXO LABORATORIES LIMITED-.GREENFORD.- MIDDLESEX - BYRon 3434 
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Tuberculosis in Ireland 


In May, 1950, the Irish department of health, at 
the direction of the then minister, Dr. N. C. BRowne, 
approached the Medical Research Council of Ireland 
with a proposal that they sponsor a_ tuberculosis 
survey of the whole country ; certain terms of refer- 
ence were suggested and an offer was made to defray 
the entire cost. The survey was completed last year, 
and the findings have now been described. 

Ireland has been experiencing a national epidemic 
of tuberculosis for about a hundred and fifty years. 
In 1800-50 the population nearly doubled, despite 
the departure of 15/, million to Britain and North 
America, Most of the increase occurred in the south 
and west, where the land was poorest ; and the failure 
of the staple crop, the potato, led to successive famines. 
All the conditions for a mass epidemic of tuberculosis 
materialised in 1847, when on one day—July 3— 
nearly 3 million of the 8 million population received 
food gratuitiously at the hands of relieving officers. 
In the next two decades the death-rate subsided ; 
then ‘‘ when a new generation presented a sufficiency 
of pabulum ”’! it mounted steadily to a fresh peak 
at the turn of the century, since when it has steadily 
declined, though less rapidly than in some other 
European countries. Since 1900 there has been one 
subsidiary rise, during the war of 1939-45: the war of 
1914-18 merely retarded the rate of decline. Between 
the wars the rate of decline averaged 2°, or less per 
annum, compared with 2-7°%, for England and Wales 
(1920-28). Dimton and Countnan? ascribed this 
retardation to the increasing urbanisation of the 
population keeping the incidence of the disease at a 
high level ; and certainly the people were leaving the 
land. From 1926 to 1951 those engaged in agriculture 
decreased by 147,000, while those in industry increased 
by 159,000. The present report recognises this 
exchange of population as fundamental to the Irish 
tuberculosis problem, pointing out the existence of : 
(1) an uninfected and unprotected rural population ; 
and (2) an urban population experiencing a serious 
amount of infection and disease and constantly 
increasing in numbers as a result of migration from 
rural areas. Broadly this is a fair presentation of the 
problem, provided it is recognised that in the Irish 
countryside there are many small pockets of infection, 
some due to tuberculous invalids returned from the 
towns and from Britain (no less than 10°, of pulmonary 
cases on the Irish registers have returned from England 
with the disease). 

The striking contrast between city and countryside 
is illustrated by Dublin, with a sixth of the population, 
which has more than a third of the cases: the 
prevalence (0-655%,) is nearly twice that found 
anywhere else, and is nearly three times higher 





1. Tuberculosis in Ireland: Report of the National Tuberculosis 
Survey (1950-53), submitted to the Medical Research Council 
of Ireland. Dublin, 1954. : 

2. Dillon, T. W. T., Counihan, H.E. J. statist. soc. Inq. Soc. 1943, 1,1. 


than that in rural areas (0-:239%). Cork most 
nearly approaches Dublin in prevalence, the rates 
for the smaller towns being intermediate between 
those for city and countryside. The survey shows 
that the bovine bacillus is responsible for a 
certain amount of infection but comparatively little 
disease. The sex-distribution varies noticeably. In 
the capital, where females exceed males, both mor- 
bidity and mortality rates are higher in men; in the 
country, where there are more males than females, 
the rates are higher in women. The sex with fewer 
numbers is the more severely affected. The higher 
morbidity in rural females is not easy to explain, but 
appears to be related largely to infection within the 
family. The severe morbidity in urban males is 
particularly apparent in those engaged in building, 
transport, and industry—suggesting that industrial- 
isation strongly supplements urbanisation as a causal 
factor. The combined effect is illustrated by com- 
paring the prevalence in building and painting 
operatives (1-86%) with that in farmers and their 
relatives (0-17°%)—a ratio of 11:1. Females in light 
industry also experience greatly increased risk, with a 
rate (2-35°) over four times that of those engaged in 
commerce ‘(0-56%). The report emphasises that the 
serious prevalence of tuberculosis in Irish industry is a 
matter for concern; but the observation that about 
two-thirds of the male cases and nearly haif of the 
female cases occur in groups in certain industries 
brightens the prospect for imtensive preventive 
measures. ‘Those recommended are: (1) tuberculin 
testing of all young persons before entering employ- 
ment, with B.c.G. vaccination of negative reactors ; 
(2) annual miniature chest radiography for all indus- 
trial workers ; (3) radiography for insured persons 
when called for medical referee examination under 
the National Health scheme. Mass radiography and 
community surveys confirm the high prevalence of 
disease in towns, especially among industrial workers : 
the over-all figure for active cases (14:1 per 1000) is 
startlingly high and scarcely justifies the complacent 
statement that, as regards results of mass radio- 
graphy, “Ireland occupies an intermediate position 
compared to other European countries ”—a conclusion 
reached by comparing the rates found in the present 
survey with those for other countries in 1943 and 
subsequent years when war-time or early post-war 
stringencies were prevalent. 

The general tone of this report, however, is not 
complacent. The position having been surveyed by 
means of general statistics and sampling methods, the 
main facts are squarely faced. The report betrays a 
somewhat equivocal attitude to the réle of social 
factors. It admits that persons living in congested 
conditions or in lodgings have a higher incidence, but 
attributes this rather to increased risk of exposure than 
to social inadequacies, even though these conditions 
themselves indicate inadequacy. Certainly opportunity 
for acquiring infection is the decisive factor where 
there are many susceptibles, and the impression gained 
from the report is that good social conditions alone 
will not overcome this difficulty ; here the report 
firmly recommends B.c.G. as the proper counter. The 
present rate of progress with vaccination is condemned 
as too slow to provide mass protection within a 
reasonable time; a rate four or five times that now 


in force is advocated—‘ the aim of protecting the 
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entire younger generation of this country should be 
pursued with intensity.” B.c.G. vaccination is regarded 
as imperative for those tuberculin-negative persons 
who leave the country to live or work in cities, either 
in Ireland or abroad. Whether the vaccine will 
sufficiently protect the naturally susceptible in these 
circumstances has yet to be proved, but the case for 
a large-scale trial seems to be strong ; and difficulties 
of follow-up in Britain should not be insuperable. 
Meanwhile the report rightly underlines the need for 
more efficient case-finding among those at home and 
at work and by means of tuberculin testing in schools ; 
it also calls for better radiographic facilities for general 
practitioners, and for closer coérdination in treatment. 
The final claim—‘ the Survey has shown that the 
numbers involved and the area and group concentra- 
tions, render practicable the epidemiological control 
and thereby the fina] elimination of this disease from 
our country ’—may sound optimistic, but certainly 
displays the spirit with which to embark on the 
campaign, 

Ireland has suffered much from tuberculosis ; but 
the final phase may be shortened if the inspiration 
which instituted this survey is sustained by the 
administrators who implement the proposals; and 
authorities elsewhere will note the results achieved in 
a short time by a small team of experts set a prescribed 
series of objectives and given the means of securing 
answers to specific problems. Without adequate 
maps no campaign can be fully effective, and in 
tuberculosis our maps are mostly crude, incomplete, 
and shockingly out of date. 


Intravenous. Trypsin 

A FEW years ago interest in the possible clinical 
value of proteolytic enzymes was centred on their 
power to liquefy purulent material, by means of which 
contact between antibiotic and bacterium might 
be enhanced. Since then attention has become 
focused on the crystalline form of the pancreatic 
enzyme, trypsin, which because of its fibrinolytic action 
has been tested in cases of intravascular thrombosis. 

INNERFIELD et al.? described in 1952 the effects 
of trypsin administered intravenously to rabbits and 
dogs. These workers observed lysis of artificially 
formed intravascular thrombi, coupled with pro- 
longed blood-clotting time and reduction in blood- 
volume ; there were no untoward reactions when the 
rate of administration and concentration of the enzyme 
were kept within “carefully calculated limits.” 
Later the same workers * reported on 6456 infusions 
of trypsin given to 538 patients. The most striking 
effect, they found, was the suppression of acute 
inflammation, rather than the dissolution of thrombi ; 
and the benefit was greatest in cases of post- 
partum thrombophlebitis. When the enzyme was 
given slowly, the only side-effects were transient 
facial flushing and a sense of warmth; these symp- 
toms, which lasted on average for two to three minutes, 
affected 12% of patients. AGREss et al.* examined the 
effect of trypsin on fibrin emboli artificially introduced 





. Lancet, 1950, ii, 807. 
2. Innerfield, I., Schwarz, A., Angrist, A. J. clin. Invest. 1952, 
31, 1049. 


3. Innerfield, I., Angrist, A., Schwarz, A. J. Amer. med, Ass. 1953, 
152, 597. 

4. Agress, C. M., Jacobs, H. I., Binder, M. J., Clark, W. G., Kaplan, 
L., Lederer, M., Glassner, H. F. Circulation Res. 1954, 2, 397. 
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into the coronary arteries of dogs. They concluded 
that it significantly aided dissolution of such thrombi, 
although the main action was on the secondary 
thrombus with little effect on the fibrin particles. 
LauFMAN and Roaca,® on the other hand, were 
unsure of the clinical value of trypsin. They found 
reactions at the site of injection, using INNERFIELD’s 
method of administering, once or twice daily, 
100,000-250,000 units of trypsin in 250 ml. of saline 
solution, infused at the rate of 25-30 drops per 
minute. These local reactions were avoided; but in 
cases of acute thrombophlebitis the time taken for 
palpable thrombi to disappear did not differ appreci- 
ably from the time with other treatment. In chronic 
thrombophlebitis the benefit from trypsin therapy 
was not clear-cut. More recently, TayLor and 
Wricut ® have described the intravenous injection 
into rabbits of varying amounts of trypsin at different 
rates. Rapid injection led to almost immediate 
death, and at necropsy large blood-clots were found 
on the right side of the heart. The mortality was 
reduced to 50° by slow infusion of the enzyme 
(although then local thrombosis was likely to occur), 
and the mortality was eliminated by administration 
of soya-bean trypsin inhibitor immediately before 
the injection. These experiments confirmed previous 
reports that there is a narrow zone where small 
amounts of trypsin accelerate blood-clotting, whereas 
given in large amounts it inhibits clotting. In no 
case where the effect of infusing trypsin was tested 
on preformed artificial thrombi was any reduction 
in thrombus size noted; indeed, in several animals 
the thrombus extended. In further work with 
LIEBERMAN et al.,?7 these workers found distinct electro- 
cardiographic changes after 19 out of 24 infusions 
in rabbits. These changes comprised disorders of 
rhythm and modifications of deflections distinct from 
those preceding death. From an extensive series of 
injections of proteolytic enzymes in rabbits and other 
animals, KELLNER and Ropertson § report findings 
similar to those of TayLor and his colleagues ; but 
in addition areas of focal necrosis were found in the 
myocardium and to a lesser extent in skeletal muscle. 
These necrotic areas were not related to hemorrhage, 
thrombosis, or embolism. KELLNER and ROBERTSON 
examined the effect of intravenously injected strepto- 
kinase ; this activates plasminogen, normally present 
in the blood, to plasmin (or fibrinolysin), a proteolytic 
enzyme with a spectrum of activity on synthetic 
substrates similar to that of trypsin.® Focal necrosis 
in the myocardium was produced by streptokinase 
injections as it was by trypsin injections. SHERRY 
et al.!° have compared the efficacy of trypsin, chymo- 
trypsin, and activated plasmin in dispelling artificially 
induced clots in the arteries of dogs. They found no 
thrombolytic effect from a slow infusion of trypsin, 
but partial-to-complete lysis of clots in half the 
animals which received chymotrypsin. Rapid injection 
of a mixture of streptokinase and a partly purified 
human-plasma fraction had an extensive lytic action 
on thrombi with no signifieant toxic effects. 





5. Laufman, H., Roach, H. D. Arch. Surg. 1953, 66, 552. 

6. Taylor, A., Wright, I. S. Circulation, 1954, 10, 331. 

7. Lieberman, J. S.. Taylor, A., Wrigat, I. S. Ibid, p. 338. 

8. Kellner, A., Robertson, T. J. exp. med. 1954, 99, 387. 

9. Sherry, S. J. clin. Invest. 1954, 33, 1054. 

. Sherry, S., Titchener, A., Gottesman, L., Wasserman, P., Troll, 
’. J. Lab. clin. Med. 1953, 42, 952. 
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Further experimental study of the effects of trypsin 
and allied substances may enhance our understanding 
of fibrinolysis and of inflammatory processes ; but as 
TayLor et al." remark, existing evidence does not 
warrant intravenous administration of trypsin in the 
treatment of patients. 


Abnormal Hemoglobins 


HaMocLoprn is made up of an iron-porphyrin 
prosthetic group (protohem) and a globin protein. 
Variations occur in both portions of the molecule. 
When the hem portion is altered the oxygen-carrving 
power of the hemoglobin is much impaired ;_well- 
known examples of such altered forms are methemo- 
globin and sulphemoglobin. But when the protein 
portion is altered the oxygen-carrying function is 
unaffected, so the change is not immediately obvious. 
Research-workers have been concentrating on this 
latter group of abnormal hemoglobins, because some 
are closely bound up with clinical syndromes. WHITE 
and BEAVEN! have published a valuable review of 
such hemoglobins, the methods used in distinguishing 
them, and their clinical significance. 

Adult and foetal hemoglobin have long been known 
to differ ; but in 1949 the study of abnormal hzemo- 
globins gained a new impetus from the discovery by 
PavLine and his co-workers that the red blood-cells 
in sickle-cell anzeemia contain an abnormal hemoglobin 
and that it is this hemoglobin whose properties 
determine the odd features of the blood in the disease. 
Since then it has been shown that the presence of 
sickle-cell hemoglobin is genetically determined,'* and 
four further genetically determined variants of adult 
hemoglobin have been recorded. 

The methods of differentiating abnormal hemoglobins 
are based on physicochemical differences. For differenti- 
ating adult from foetal hemoglobins the following methods 
have been used: crystallography, differences of solu- 
bility, differences in amino-acid composition, immuno- 


logical specificity, the greater stability of foetal hamo- 
globin when exposed to alkali denaturation, the rate of 
spreading in surface films, electrophoretic mobilities, 
ultraviolet spectrophotometry, and determination of the 
oxygen-dissociation curves. For work in the clinical 


laboratory denaturation by alkali has been the most usual 
method, and a quantitative technique has been worked 
out by SINGER et al.'*; another method, proposed by 
GaRDIKAS et al.,!5 is to secure denaturation by sodium 
salicylate or by urea. Electrophoretic separation does 
not help in separating adult from foetal heemoglobin.'® 
The best method of determining the proportion of foetal 
hemoglobin in a mixture of foetal and adult hemoglobins 
is spectrographic,!” but it calls for specialised apparatus. 
This method has enabled BEAVEN and his co-workers 77 
to show that the change-over from foetal to adult 
hemoglobin begins when the foetus is only 20 weeks 
old and proceeds very gradually; at term about 
20% adult hemoglobin is present, and at 4 months 
90°, of the hemoglobin is adult; small proportions 
of foeta) hemoglobin have been detected up to the end 
of the second year. In pernicious anemia there is 
thought to be a return to foetal erythropoiesis ; but 
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most workers have been unable to detect significant 
amounts of foetal hemoglobin in the blood of patients 
with the disease. SuncEr et al.!4 did find small amounts, 
but they also found similar amounts in other blood 
diseases. Foetal hemoglobin has been found in the 
blood of patients with inherited hzmolytic anzmias. 
In sickle-cell anemia (but not in the trait) up to 24%, 
and in severe Mediterranean anzmia 40-60%, of the 
hemoglobin may be of the foetal form.!® 

The other big group of hemoglobin variants is 
found in the inherited hemolytic diseases of sickle-cell 
anemia and trait and in Mediterranean anzxmia 
(Cooley’s anemia, or thalassemia). PAavLrNe and his 
colleagues originally distinguished sickle-cell hzemo- 
globin (HbS) from adult haemoglobin (Hb A) by 
electrophoresis; and in the last year or two the 
simple, rapid, and relatively inexpensive method of 
filter-paper electrophoresis has opened the study of 
abnormal hemoglobins to many laboratories. Solu- 
bility studies are also valuable, since the solubility 
of reduced Hb § is only about a hundredth that of 
the oxy compound under equivalent conditions, 
whereas the solubility of reduced Hb A is little different 
from that of the oxy form. This observation has been 
applied to the determination of HbS in mixtures, 
but the procedure is not easy... SINGER and SrncEr }° 
detected sickle-cell haemoglobin by means of its 
property of gelling on exposure to carbon dioxide 
in the absence of oxygen. WHITE and BEAVEN cite 
evidence that up to about 20° of foetal hemoglobin 
may also be present in adults with sickle-cell disease. 

Hemoglobin C was first found by KAPLAN et al.,2° who 
detected it in the blood of a patient with mild sickle-cell 
anzemia whose hemoglobin was partly HbS. Hemo- 
globin C appears to be genetically transmitted indepen- 
dently of Hb S. Numerous examples of this hemoglobin-C 
sickle disease and of the hemoglobin-C trait have now 
been reported. Clinically the disease is a relatively mild 
form of the sickle-cell disease and the true homozygous 
sickle-cell anzemia. 

Hemoglobin D is ifmportant because it seems to be 
responsible for the rare cases of sickle-cell disease in 
patients of apparently unmixed white ancestry. In 1951 
ITaNo * examined members of such a family. In two 
children the red cells showed sickling, and on electro- 
phoresis hemoglobin S was found; in the mother and 
two non-anemic children a mixture of adult and sickle- 
cell hemoglobins was found. But the solubility test 
showed that the reduced-hemoglobin solubility in these 
persons was about normal, not lowered as would be 
expected with Hb.S. ITano therefore concluded that the 
hemoglobin differed from Hb S, and he named it hemo- 
globin D. Later ITANo detected hzmoglobin F (foetal) in 
the patients with hemoglobin-C sickle disease. 

The evidence for the existence of hamoglobin FE 
depends, so far, on results from a single case. It was 
found by ITANO et al.** in the red cells ofa child with an 
atypical anemia. The electrophoretic mobility of this 
hemoglobin was greater than that of Hb A but slightly 
less than that of Hb 8S. Its solubility and its response 
to alkali denaturation were similar to those of normal 
adult hzemoglobin. But the patient had no adult hemo- 
globin; the red cells contained 59% of hemoglobin EB 
and 41%, of foetal hemoglobin (Hb F). 

Hemoglobin G has been reported by EpiIneTon and 
LEHMANN * in a single specimen of blood from a West 
African not known to be diseased: This blood showed a 
mixture of adult hemoglobin and a hemoglobin whose 
electrophoretic mobility was intermediate between that 
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19. Singer, K., Singer, L. Blood, 1963, 8, 1008. 
20. Kaplan, E., Zuelzer, W. W., Neel, J. V. Ibid, 1951, 6, 1240. 
21. Itano, H. A. Proc. nat. Acad, Sci., Wash. 1951, 37, 775 


22. Itano, H. A., Gergren, W. A., Sturgeon, P. J. Amer. chem. Soc 
1954, 76, 2278. 
23. Edington, G. M., Lehmann, H. Lancet, July 24, 1954 p. 173. 











906 THE LANCET] 


ANNOTATIONS 





{oct. 30, 1954 





of adult and that of sickle haemoglobin ; 
was normal. 
blood. 


There have been instances of two inherited hzmo- 
lytic diseases with abnormal hemoglobins in a single 
family. HuMBLE et al.** have described such a family 
found in this country. The mother came from Naples 
and the father was the son of a West African male 
and a white female. Of four children, three had both 
sickle-cell trait, inherited from the father, and Medi- 
terranean anemia, inherited from the mother; the 
fourth child had neither disorder. 

The study of abnormal hemoglobins by physico- 
chemical techniques has proved particularly useful 
for classifying the inherited hemolytic anzemias. The 
techniques of alkali denaturation, solubility study, and 
paper electrophoresis do not need a great deal of 
special apparatus, and the equipment for paper electro- 
phoresis will soon be found in many clinical labora- 
tories, where it is used for purposes such as the 
analysis of serum-proteins. So far clinically important 
abnormal hemoglobins have been found only in sickle- 
cell disease and in Mediterranean anzemia. At present 
there is no evidence that abnormal hzemoglobins 
influence the clinical picture of the congenital or 
acquired hemolytic anz#mias in temperate climates, 
apart from the Mediterranean seaboard.?® Investiga- 
tion of abnormal hemoglobins is of much importance 
for the genetic, and probably the anthropological, 
study of blood, and for the study of variations in 
sickle-cell disease and Mediterranean anemia. But 
the time has not yet come when search for abnormal 
hemoglobins need be part of the routine investigation 
of patients with odd anzmias in this country. 


its solubility 
No foetal hemoglobin was found in this 
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CHRONIC HYPERVENTILATION 


TeTANy due to acute hyperventilation is familiar 
to most who deal with hysterical patients. Less 
familiar (perhaps because less dramatic and _ less 
easily recognised) are the manifestations of chronic 


overbreathing, to which Lewis 2* 27 has recently drawn 
attention. Many neurotic patients hyperventilate 
unconsciously, and this may not be apparent except on 
close observation. Some, imperfectly aware of their 
disturbed respiration, complain of breathlessness, feelings 
of suffocation, or inability to draw a satisfying breath. 
Others sigh frequently, or obviously hyperventilate 
most of the time. In all cases some degree of acapnia 
results ; and this may cause faintness and lightheaded- 
ness, sensations of unreality, numbness and tingling in 
the skin, or palpitation due to a rapid and sometimes 
irregular heart-beat.2° These alarming symptoms 
naturally produce further anxious overbreathing, and 
a vicious circle is set up; but faintness may act pro- 
tectively by ending the overbreathing before tetany 
develops. 

Acapnia from chronic hyperventilation is probably 
an immediate cause of some common symptoms of 
neurosis. Moreover, acute exacerbations of overbreathing 
may produce frightening ‘spells’? or ‘ attacks ’’— 
often misdiagnosed by both patient and doctor as signs 


of cardiac, respiratory, or central nervous disease. 
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Some patients thought to have heart-attacks, asthma, 
or epilepsy may in fact be suffering from the effects of 
chronic hyperventilation. The correct diagnosis may be 
made, says Lewis, if the patient overbreathes voluntarily 
for a few minutes : this often induces a typical ‘‘ attack ” 
which can be dramatically terminated if he rebreathes 
from a paper bag—thus demonstrating to the patient 
the origin of his symptoms and providing him with 
a simple vade-mecum for future occasions. 


AFFINITY OF RESISTANT BACTERIA FOR 
ANTIBIOTICS 


Dr. Harry Eagle, whose contributions to the study of 
antibiotics are always of interest and value, has made 
observations which tax both his ingenuity as an experi- 
menter and his versatility as an interpreter. In the first 
and the third of three recent papers '-* dealing with the 
binding of penicillin in relation to its cytotoxic action, 
Eagle reported two satisfying and straightforward facts. 
He found ! a satisfactory correlation between the sensi- 
tivity of several bacterial strains to penicillin and their 
combining affinity for the antibiotic—the sensitive 
organisms had high affinity and the resistant ones had 
low affinity. He found also * that tissue-cultures of two 
varieties of mammalian cell—mouse fibroblasts and the 
HeLa strain derived from uterine carcinoma in a human 
—did not concentrate penicillin from the culture- 
medium. The low order of reactivity between antibiotic 
and cells was fully consistent with the relatively low 
toxicity of penicillin for the tissues of mammals. In this, 
mammalian cells behaved like bacteria naturally resistant 
to penicillin. Their low reactivity, moreover, was not 
due to impermeability, because extracts of the mammalian 
cells bound only minute amounts of penicillin. 

These intelligible observations do not tell the whole 
story. It might reasonably have been expected that 
bacteria artificially made resistant to penicillin would 
show either decreased power to combine with the anti- 
biotic or increased ability to degrade it. Instead, it was 
found that induced resistance did not necessarily depend 
on either of these changes.2 Some resistant bacterial 
variants bound more penicillin than the originally sensi- 
tive strains from which they were derived ; some bound 
a great deal less; and with one strain there was a pro- 
gressive fall in reactivity with penicillin unassociated 
with increasing resistance. None of the resistant strains 
showed an increased power to inactivate penicillin 
existing in an unbound state within the bacterial 
cells. 

Thus it may become necessary to assume that there is 
some difference in kind between bacteria that are natur- 
ally resistant to penicillin and those that have acquired 
resistance by growing in the presence of the drug. Eagle 
cannot yet give evidence on the kind of differences that 
may be important; but he considers five theoretical 
possibilities which could explain why induced, as distinct 
from natural, bacterial resistance to penicillin may be 
unrelated to combining affinity for the antibiotic : 


1. The resistant bacterium may have learnt how to do 
without the metabolic activity normally inhibited by peni- 
cillin at the usual bactericidal concentration. The higher dose 
of penicillin required to kill the resistant bacterium is presum- 
ably that required to inhibit an entirely different metabolic 
function. 

2. The metabolic function affected by penicillin may be 
the same in the sensitive parent and resistant variant, but the 
resistant variant may be able to function normally with a 
greatly reduced quantity of the metabolic end-product. 

3. Where the resistant strain is actually more reactive with 
penicillin than is the sensitive one, the resistant strain may 
produce more of the vulnerable component affected by 
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penicillm. This assumes that the component in eieiich 
accounts for a major part of the penicillin bound by the cell. 

4. In the few examples where the resistant organism had 
a lower combining affinity with penicillin, the vulnerable 
component may have lost some of its power to react with 
penicillin. In view of what happens with naturally resistant 
bacteria,! this fourth possibility was expected to be the rule 
instead of which it proved to be the exception. 

5. If a qu&ntitative rather than a qualitative difference 
between sensitive and resistant strains is to be sought, exten 
sion of the fourth possibility might reconcile the conflicting 
evidence for strains with induced resistance as distinct from 
strains with natural resistance. The latter require no argument 
because the facts about them fit the assumption of a quantita- 
tive difference in reactivity with penicillin between sensitive 
and resistant strains. To sustain this line of reasoning for the 
strains with induced resistance it is necessary to assume that 
the binding of penicillin by bacteria involves a number of 
components and may only partly reflect the affinity of the 
vital component or components inactivated by penicillin. The 
fraction of penicillin bound to vital components might be so 
small a part of the total that a significant change in it 
might be masked by the unchanged binding affinity of 
the other non-vital penicillin-reactive components of the 
bacterial cell. 

Those who consider that this kind of reasoning repre- 
sents perhaps an over-determined attempt to rescue a 
good hypothesis from a difficult set of facts will none the 
less agree with Eagle that it is worth re-examining the 
proposition that trypanosomes resistant to arsenicals 4 ® 
and mycobacteria resistant to isoniazid ® owe their 
increased resistance to decreased permeability. To 
conclude the present phase of the debate, Eagle briefly 
analyses recent work on drug-resistant Hscherichia coli ? 
and concludes that the only explanation of resistance 
which was reasonably consistent with all the results was 
that an enzyme-protein of the resistant bacteria had a 
decreased affinity for the inhibitor as compared with 
the normal substrate. Obviously, we may expect this 
debate to continue—as it should, for we know too little 
about the nature of bacterial resistance to antibiotics to 
feel certain that we are using these valuable drugs in 
the best way. 


ANOTHER STREPTOCOCCAL TOXIN 

INFECTION with group-A streptococci is well known to 
initiate rheumatic fever in the susceptible ; but how the 
organism brings about this effect is unknown. At least 
seven of the components and products of streptococci 
(hemolysin, leucocidin, erythrogenic toxin, streptokinase, 
hyaluronic acid, hyaluronidase, and type-specific M 
protein) probably have pathogenic properties * ; and now 
a further product—the enzyme, proteinase—is suspect. 
Elliott ° showed that proteinase is produced by most of 
the group-A types and is active against some proteins, 
including the M protein of the streptococcus itself. 
Proteinase, like some other enzymes of the streptococcus, 
is antigenic in man and animals—though Todd !° found no 
difference in antibody titres between patients with 
rheumatic fever and patients with other streptococcal 
disease. 

The toxic effects of streptococcal proteinase have been 
demonstrated by Kellner and Robertson," who found 
that in rabbits, guineapigs, and mice a single small 
intravenous dose rapidly produced focal necrosis of 
cardiac and sometimes of skeletal muscle. Several 
workers have reported myocardial necrosis after: experi- 
mental injection of streptococcal filtrates, and possibly 
proteinase is one case of these lesions. 
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Most histologists deny that such experimental Em 
are identical with those in rheumatic fever. The rec og- 
nition of the potential toxicity of streptococcal proteinase 
adds a little to our knowledge of the aggressive group-A 
streptococcus but does not at present aid in the prevention 
or treatment of rheumatic fever. 


FRACTURES DUE TO CORTICOTROPHIN AND 
CORTISONE 

DECALCIFICATION of the skeleton is a recognised 
complication of treatment with corticotrophin or corti- 
sone, and there have been some reports '—5 of pathological 
fractures. Curtiss and his colleagues * have recently 
described four cases of multiple pathological fractures 
of the spine in male patients under treatment with these 
hormones. Although these patients also had chronic 
rheumato.d arthritis and disuse atrophy, Curtiss et al. 
consider that long-continued cortisone or corticotrophin 
was an important cause of the ostedporosis that led to 
pathological fracture. The lesions might be prevented 
by encouraging physical activity, by giving testosterone, 
by limiting the intake of the hormones, and by being 
very careful when treating patients predisposed to 
osteoporosis—namely, elderly patients, postmenopausal 
women, and patients with severe arthritis. 


DECOMPRESSION SICKNESS 


DECOMPRESSION sickness, or caisson disease, is known 
to workers in compressed air under many names, 
according to the presenting symptoms. Muscular and 
joint pains are called “the bends’; vertigo, which if 
severe may give rise to symptoms resembling Méniére’s 
syndrome, is called ‘‘ the staggers”’; air-hunger, which 
simulates bronchial asthma, is called ‘‘ the chokes ”’ 
and the cutaneous manifestations—pruritus and ery- 
thema—are referred to as ‘“ the itch.’’ In mild cases the 
only symptom is slight muscular and joint pain, which 
passes off spontaneously or after recompression. In very 
severe cases there may be paralysis, aphasia, and ataxia, 
due to air emboli in the vessels of the brain and spinal 
cord; avascular necrosis of bone may occur ?-*® and 
result in osteo-artbzitis and the formation of loose bodies 
in joints. 

Diving for sponge 5nd pearls is an ancient occupation, 
and Spanish writers of the 16th century. describe bleeding 
from the mouth, nose, and ears among divers in the Gulf 
of Mexico. Paul Bert in 1878 proved once and for all 
that decompression sickness ‘‘ was due to the extra air, 
which had been dissolved in the body while under 
pressure, being given off as bubbles-within the body when 
the pressure was suddenly reduced.’ Further work by 
J. 8S. Haldane and A. E. Boycott led to prevention by 
gradual decompression, the diver rising to the surface in 
stages. The treatment of decompression sickness by 
recompression, followed by gradual decompression, also 
became established at this time; and now all places 
where work in compressed air is carried out have a special 
medical lock for this purpose. 

Paton and Walder '!® have lately reported on com- 
pressed-air illness in men working on the construction 
of the Tyne tunnel between June, 1948, and July, 1950. 
The whole population at risk were investigated. Only 
severe cases of decompression sickness, causing loss of 
working | capac ity, are _Teported to the Chief _Inspector 
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of Factories. Thus, in the construction of the Tyne 
tunnel only 3 cases were notified, although altogether 
350 cases occurred. A total of 40,000 compressions were 
carried out, involving 376 men. Of these, 187 experienced 
symptoms on one or more occasions, and attacks of 
decompression sickness totalled 350. There was an 
important correlation between the weekly incidence of 
bends and the recruitment of new workers; the weekly 
incidence fell from an initial level of 20% to almost 
negligible values after months of working in compressed 
air. This decline was due both to acclimatisation and 
to the elimination of the more susceptible workers by 
natural selection ; it was found that men over the age 
of 50 years were more susceptible than younger men. 
Paton and Walder suggest that the high rate of com- 
pression sickness associated with the employment of new 
workers could be reduced by preliminary training at 
tasks to be done at the working site. Only 1:4% of 
workmen experienced bends when decompression at the 
end of the working day was carried out strictly according 
to the regulations; but the proportion rose to 2:9% 
when decompression was accelerated. Recompression 
was more effective in people whose symptoms appeared 
a relatively long time after decompression. The 
effectiveness was unrelated to the site of the bends, 
the delay before treatment was started, or the age of the 
patient. In most cases the full working pressure had to 
be applied before the symptoms were relieved. 

Three severe cases of decompression sickness occurred 
during the two years of work on the tunnel. In two 
of these cases the patients became paraplegic with 
incontinence of urine and partial incontinence of feces ; 
little function had been recovered twelve months and 
nine months after the onset. In one of these two cases 
the workman had let himself out through the air-lock 
normally used for the disposal of rubble from the working 
site. Fifteen minutes later he noticed numbness and 
weakness of the legs, and he was immediately taken to 
the medical lock and recompressed ; but this had no 
effect. The second man developed symptoms during the 
normal decompression at the end of a working shift, and 
was immediately transferred to the medical lock for 
recompression ; but again this gave no benefit. 

The supervision of workmen in this dangerous occupa- 
tion must be strict if illness is to be prevented ; but even 
careful precautions do not wholly eliminate the risk of 
serious illness. 


AURAL MANIFESTATIONS OF XANTHOMATA 


OTOLOGISTS are not uncommonly called on to see 
' patients with one of the xanthomatous group of diseases. 
These are of three main types: 


1. Letterer-Siwe disease, which is an acute and fatal illness 
of infancy or early childhood, with pyrexia, splenomegaly, 
hepatomegaly, lymphadenopathy, skeletal lesions, often 
a purpuric rash, and usually a secondary hypochromic 
anemia. 


2. Eosinophil granuloma, a less acute condition affecting 
children and young adults and characterised in the early 
stages by localised skeletal lesions, sometimes of one bone only 
—often the temporal bone. 


3. Hand-Schiiller-Christian 
chronic. 


disease, which is still more 
In each of these disorders exophthalmos and diabetes 
insipidus may result from involvement of the orbital 
and sphenoidal regions. 

Dingley } has described a case of eosinophil granuloma 
involving both temporal bones in a boy, aged 2. The 
patient had had bilateral otorrhcea for six weeks, and 
both ears were choked with pale granulations and some 
pus. Radiography showed in both temporal bones large 
areas of bone loss, the edges of which were sharply 
defined. The diagnosis was confirmed by biopsy. Pro- 
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found deafness was relieved by a course of high-voltage 
therapy, and the patient then began to speak for the 
first time. Both mastoids were later opened and the 
granulations were removed as far as possible. Neither 
labyrinths nor facial nerves were involved. 

Dawes? has reported from Newcastle upon Tyne 
eight cases of various xanthomata. Clinical features 
include a swelling in the region of the pinna; otorrhea, 
which either fails to respond to systemic disinfection 
or promptly recurs; granulations in the external 
auditory canal; deafness, usually conductive and often 
causing speech defects in young children; and favcial- 
nerve paralysis of the lower-motor-neurone type. Blood 
examination may show an eosinophilia of 6-10%. 
Radiographic examination shows gross destruction of the 
petrous portion of the temporal bone, and sometimes a 
punched-out lesion in the squamous portion which is 
almost diagnostic. Radiography of the whole skeleton 
may reveal widespread lesions, most commonly in the 
flat bones. The long bones tend to fracture spontaneously, 
Clinically and radiographically the aural changes may 
suggest tuberculous mastoiditis, and the picture may be 
further confused by pulmonary changes which radio- 
graphically also resemble those of tuberculosis. Biopsy, 
which is the only certain method of confirming the 
diagnosis, shows sheets of histiocytes or reticular cells 
with a granular cytoplasm. The affected area is often 
infiltrated by many eosinophils, which may collect in 
follicles. Luymphocytes and plasma cells are commonly 
seen. 

At Newcastle upon Tyne treatment by radiotherapy 
is reserved for the relief of symptoms, particularly pain. 
In conclusion Dingley asks: ‘‘ Is there any hope that 
in the future cortisone, which has a profound effect on 
eosinophil states, may be of assistance in the treatment 
of this distressing condition ? ”’ 


THE BODY'S UNDERGROUND DEFENCES 


** Waar is the fundamental mechanism of this so-called 
‘lowering of resistance’ about which people talk so 
glibly ?’’ Dissatisfied (like many of us) with attempts 
to explain the phenomena of infectious disease purely 
in terms of micro-organisms, protective antibodies, and 
phagocytes, Sir Weldon Dalrymple-Champneys has 
for years been asking himself this question; and on 
Oct. 20 his presidential address to the section of com- 
parative medicine of the Royal Society of Medicine 
dealt with Non-specific Physiological Factors controlling 
the Phenomena of Parasitism. Though great benefits, 
as he said, have come to us in the last seventy years from 
actively provoking the body to form specific antibodies, 
still greater benefits might be expected from assisting 
the fundamental bodily mechanisms which he believes to 
be the most important of our defences against the attacks 
of micro-organisms. 

He illustrated the action of these factors from the 
behaviour of the genus Brucella. Most people who drink 
milk infected with brucella do not become infected : 
they completely rout the invader. Others establish a 
comfortable symbiosis, though an intradermal test with 
brucellin usually demonstrates a specific allergy to the 
organism. In some patients this allergy produces nervous, 
gastro-intestinal, respiratory, or other symptoms— 
the condition often described as ‘“‘ chronic brucellosis ’?— 
and in others again an acute illness develops which either 
clears up completely (though brucella often persists in 
the body) or subsides into the chronic form. In yet 
others acute undulant fever continues over a period of 
years, with occasional intermissions. These wide varia- 
tions in response are not accompanied by corresponding 
variations in the titre of any specific antibodies so far 
identified ; and the severity and the prognosis of the 
acute disease have not been correlated with the quantities 





1. Dingley, A. R. J. Laryng. 1952, 66, 285. 


2. Dawes, J. D. K. Ibid, 1954, 68, 575. 





Renn oe cE 











vw we "Fy wv 








THE LANCET] 


of such antibodies in the blood. Moreover, a patient 
who has .once been infected—whether he is clinically 
well or suffering from the chronic form of the disease— 
may develop an acute febrile episode, due presumably 
to changes in the body which are usually quite obscure. 
Recent work with mice on the endotoxins of many 
different strains of brucella indicate that such differences 
in response are not due to differences in virulence of the 
infecting strain but probably to the opportunities the 
body gives the organism for multiplying. (The same 
explanation of virulence seems to apply for tubercle 
bacilli.) Sir Weldon argues that, in brucellosis at least, 
the facts suggest that non-specific agents in the host 
determine the response to infection. 

A similar explanation, he thinks, must be invoked 
to explain the downward trend in tuberculosis mortality 
in this country and the United States since 1850. There 
is no evidence that the organism has become less patho- 
genic: indeed, its behaviour in virgin populations 
indicates that it has not. If Americans and British 
have become more resistant many factors may be at 
work : inherited resistance, the elimination of susceptible 
families, reduction in exposure to infection, immunisa- 
tion by abortive contact infection, better living condi- 
tions, better feeding. But we do not know how any of 
these things act. Nor can we explain the effects of rest 
—which to succeed must be not only mechanical but 
also physiological and psychological. The age-incidence, 
too, indicates the importance of general physiological 
factors; children aged 5-15 are much more resistant 
to tuberculosis than those above and below these ages : 
and not only to tuberculosis, for they also enjoy a 
reduced susceptibility to pneumonia, bronchitis, and 
diarrhea and enteritis. They even resist undulant 


fever better, despite the fact that they are of ages when 


milk consumption is apt to be high. 

Then there is the beautifully complex problem of the 
common cold. The Common Cold Research Unit at 
Salisbury have found it impossible to infect more than 
about haif their volunteers, even under the most favour- 
able conditions (including chilling). The cold virus may 
be present, and multiplying, in the nostrils, long before 
any symptoms develop. In herpes simplex the virus is 
permanently present in the host, but it only causes the 
characteristic lesion in response to some physiological 
disturbance or some extrinsic factor in the physico- 
chemical environment. Even the peaceful inhabitants 
of the alimentary tract may spring into unwonted 
aggression when their environment has been changed 
by antibiotics—given with no thought of offending them, 
but merely to repel dangerous invaders. 

It is not even possible to make any general statement 
about these non-specific physiological factors. For 
instance, the assertion that ‘‘ well-nourished people 
always have a better resistance’’ does not hold, by 
any means, for all diseases. Clostridial infections in 
cattle and sheep pick out the thriving beasts, and in foot- 
and-mouth disease the fat suffer more than the thin. 
In malaria an interesting dietary factor is to be found 
in breast-fed infants, who take the disease mildly—not, 
it seems, because they are perfectly nourished, or pro- 
tected by maternal antibodies, but because the malarial 
parasite needs p-aminobenzoic acid, in which a milk 
diet is deficient. 

Resistance to an infection may vary from year to year 
in a population: this has been a finding in research on 
the common cold; and in the case of poliomyelitis it 
is hard to believe that the yearly and local variations 
in prevalence can be fully explained in terms of specific 
antibodies resulting from experience of this pathogen. 
Sir Weldon suggested that we cannot even rule out the 
possibility of ‘‘cosmic influences’’ enabling a disease to 
affect populations over a large area of the globe—as 
happened in the 1918 influenza epidemic. We are, after 
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all, constantly being bombarded by cosmic radiations 
about which we know very little, and the sugggestion 
now seems to him less far-fetched than he formerly 
thought it. The severe malaria epidemic in Ceylon in 
1934 presented features not easily reconciled with current 
epidemiological theory, and Sir Weldon even felt a 
softening towards Gill’s invocation of sunspots as having 
some effect on the parasite-host relationship, little as it 
had convinced him at the time. 

As a final illustration of the influence of non-specific 
physiological factors on the nature and course of disease 
he mentioned the effect of Listeria monocytogenes in 
different species: it provokes meningo-encephalitis 
and metritis with abortion in cattle, sheep, goats, and 
swine ; myocarditis in birds and guineapigs ; a distemper- 
like disease in the fox; and necrotic hepatitis in many 
of these animals. In the ferret, however, its effects 
are mild, while in man it often produces meningitis, 
sometimes septicemic. Sir Weldon concluded that 
though the epidemiological, anatomical, physiological, 
and other approaches to infection are all important, yet 
the basic reactions are essentially biochemical—and 
complex. We should be studying them more closely. 


MYOCLONUS AND EPILEPSY 

Myoctonus—the sudden, brief, involuntary con- 
traction of a muscle or group of muscles—often has little 
clinical significance. In some people it is induced by 
physical tiredness, and in others by trivial fever. But 
it is also a prominent feature of Unverricht-Lundborg 
disease, which is otherwise characterised by epilepsy, 
bulbar signs, and dementia. Myoclonus is not uncommon 
in idiopathic epilepsies—both in Lennox’s “ petit mal 
triad ’’ and in grand mal—and Dawson? found that it 
was common in inclusion-body encephalitis. Consider- 
ing such examples of myoclonus, and its association 
with discrete high-voltage spikes in the electro- 
encephalogram, Sir Charles Symonds? argues persuasively 
that it is a manifestation of epilepsy. He suggests that 
the primary discharge is subcortical—notably in the 
cerebellum, olives, and dentate nuclei. If epilepsy is 
defined as a sudden, abnormal, paroxysmal discharge 
of a group of neurones, then the epileptic nature of 
myoclonus can hardly be denied. But this symptom 
calls for no treatment unless it is accompanied or followed 
by other evidence of disease. 


NOBEL PRIZE FOR MEDICINE 

THE 1954 Nobel prize in physiology and medicine has 
been awarded jointly to Prof. John_F. Enders (Boston), 
Prof. Frederick C. Robbins (Cleveland), and Prof. 
Thomas H. Weller (Boston), for their work on polio- 
myelitis. This tegm of workers had been studying the 
growth of viruses in tissue-culture, and in 1949 they 
announced their discovery that poliomyelitis viruses have 
a cytopathogenic action on cells growing in tissue-culture, 
and that this action can be neutralised by antibody. This 
discovery opened the way to rapid advances in the 
laboratory diagnosis of poliomyelitis, to further under- 
standing of the epidemiology of the disease, and to the 
possible development of safe vaccines. In addition 
Dr. Weller has lately announced the cultivation of 
chickenpox virus and Dr. Enders the cultivation of 
measles virus in tissue-culture. The discoveries of these 
workers have great theoretical as well as immediate 
practical importance, and they are being widely applied 
today in the virus and related fields. 





THE next session of the General Medical Council 
will open on Tuesday, Nov. 23, at 2 P.M., when Sir DAvip 
CAMPBELL, the president, will deliver an address. The 
Medical Disciplinary Committee will meet on Wednesday, 
Nov. 24, at 10.30 a.m. 








1. ats na J. R. jun, Arch. Neurol. Psychiat., Chicago, 1934, 


, 685. 
2. Symonds, C. P. J. Neurol. Psychiat. 1953, 16, 166. 
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THE PLACE OF ANTICOAGULANTS IN 
CORONARY THROMBOSIS 
Henry I. RvusseK 
M.D. Edin., F.A.C.P., F.C.C.P., F.A.C.C. 
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ASSOCIATE CLINICAL PROFESSOR OF MEDICINE, STATE 
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From the Cardiovascular Research Unit, Department of Medicine, 
United States Public Health Service Hospital, Staten Island, 
N.Y. A Joint Project with the National Heart Institute, 
United States Public Health Service, Washington, D.C., in 
conjunction with the Medical Services of Kings County and 
Maimonides Hospitals, State University College of Medicine 
at Brooklyn 

In spite of the persuasive arguments advanced (Wright 
1952, 1953, Wright et al. 1954) that anticoagulants should 
be used in all cases of acute myocardial infarction when 
no contra-indication exists (Wright et al. 1948), there is 
a growing weight of opinion in favour of withholding 
them from patients who have had a clinically mild 
infarction. 

The statistical data presented by the American Heart 
Association’s committee on anticoagulants (Wright et al. 
1948, Scarrone et al. 1952), as well as those reported 
from numerous other sources, indicate that anticoagulants 
exert a very favourable influence on both the death-rate 
and the rate of thrombo-embolic complications in 
unselected cases of acute myocardial infarction, but do 
not show that patients with clinically mild (good risk) 
infarction share in the over-all benefit derived from 
anticoagulants. 

Russek and his associates (Russek et al. 1951b, 1952, 
Russek and Zohman 1952a and b) have emphasised that 


the mortality-rate and the incidence of thrombo- 
embolism are so low among patients sustaining an 


‘“ uncomplicated’? first attack of acute myocardial 
infarction that anticoagulant therapy, with its attendant 
dangers from hemorrhage, could scarcely be expected 
to influence the prognosis favourably in this group. In 
489 ‘‘ good-risk’’ cases * selected from the hospital 
records of 1047 consecutive admissions for acute myo- 
pardial infarction, the death-rate without anticoagulants 
was only 3-1% and the incidence of thrombo-embolism 
only 0-8%. In these selected cases, moreover, the mor- 
tality which could have been prevented by dicoumarol 
therapy could not have exceeded 1%. Therefore, since 
so small a benefit is more than likely to be nullified or 
overbalanced by complications likely to be induced by 
dicoumarol this drug should be used only in the more 
serious cases of acute myocardial infarction in which the 
incidence of thrombo-embolism justifies the risk involved 
in its use, 

These observations and conclusions have been con- 
firmed by Papp and Smith (1951) at Charing Cross 
Hospital, London; Baer et al. (1951) at the Albert 
Einstein Medical Center, Philadelphia ; Littman (1952 
at the Veterans Administration Hospital, West Roxbury, 
Massachusetts ; Furman et al. (1953) at the Vanderbilt 
University Hospital, Nashville; and Schnur (1953) at 
several hospitals in Houston. Even of those who par- 


* Patients were considered to be ‘* good risks” when none of the 
following poor prognostic items were noted on the day of 
admission to the hospital: (1) a history of previous myocardial 
infarction, (2) intractable pain, (3) extreme degree or persistence 
of shock, (4) significant enlargement of the heart, (5) gallop 
rhythm, (6) congestive heart-failure, (7) auricular fibrillation or 
flutter, ventricular tachycardia, or intraventricular block, and 
(8) diabetic acidosis or other state predisposing to thrombosie. 
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ticipated in the anticoagulant study sponsored by the 
American Heart Association (Wright et al. 1948) a 
significant number consider that anticoagulant therapy 
confers no benefit in clinically mild (‘‘ good risk’’) cases 
of acute myocardial infarction (H. L. Blumgart, F. B. 
Cutts, H. Feil, H. Glueck, L. A. Kapp, L. N. Katz, 
S. A. Levine, J. McGuire, E. 8. Nichol, J. J. Sampson, 
H. B. Sprague, H. J. Stewart, and J. B. Vander Veer, 
personal communications). 

Notwithstafding this evidence Wright (1953), Wright 
et al. (1954), and Nichol et al. (1954) challenge the 
validity of data derived from retrospective studies of 
hospital case-records, contending that it is much more 
difficult to classify patients prognostically at the onset 
of an attack than in retrospect after their discharge 
from hospital, 

The feasibility and the justification of such classifica- 
tion at the onset of the attack or early in its course to 
determine the need for anticoagulant therapy, however, 
have been clearly demonstrated in a recent study 
*(Russek and Zohman 1954a), in which we observed the 
clinical course and outcome in an additional 122 cases 
classified as ‘‘ good risk’’ and treated by conservative 
measures without anticoagulants. In this series anti- 
coagulant therapy was intentionally withheld in each 
instance because of the absence of certain poor prognostic 
signs at the first examination on admission to hospital. 
The mortality-rate for this group was 4:9°,, but careful 
analysis of the causes of death revealed that the pre- 
ventable mortality under ideal anticoagulant therapy 
could not have exceeded 0-8°%. In the entire series 
there was not a single instance of cerebral or of 
peripheral arteria embolism. Clinical thrombo-embolic 
phenomena were observed in only 4 patients (3-3%). 
In 2 of these 4 patients, moreover, the diagnosis of this 
complication was only presumptive. When the present 
series is combined with the one previously reported 
(Russek et al. 1952), it is seen that 611 (46%) of 1318 
cases qualified as ‘* good risk’ on the day of admission 
to hospital. 

All studies of selected ‘‘ good risk’’ cases of acute 
coronary occlusion published hitherto, including those 
of Wright (1953), clearly reveal that the death-rate 
among such patients cannot be significantly altered by 
anticoagulants (see table). The imperfections, failures, 


MORTALITY AND INCIDENCE OF THROMBO-EMBOLISM IN “~ GOOD 
RISK ’’ OR “ MILD ”’ CASES OF ACUTE MYOCARDIAL INFAR ) TION 





Mortality -rate 





} 
| No. 





Investigators | of ; Thrombo- 
2908 . “AREAES embolism 
cases | Over-all After | Prevent- 
| 48 hr.| able* 
Russek etal. (1951b, 1952) | 489 | 3-1% |1-:2% 10% 0-8% 
Papp and Smith (1951) | 69 | 00% |0-0% 0-0 % 00% 
Littman (1952) ..| 109 13% | 0:9% 18% 
Furman et al. (1953) ..| 76 es 1:3% 2 a 40% 
Wright et al. (1948) Fo gee ve 0-0 % 0-0 % 16-:0% 
Russek and Zohman 
(1954a) - .. | 122 | 49% (25% | 08% 33% 


* Percentage of deaths theoretically preventable if anticoagulants 
had been used. 


and inherent dangers in anticoagulant therapy, even in 
the hands of the most competent investigators, should 
leave little doubt about the veracity of this conclusion. 
The American Heart Association’s committee on anti- 
coagulants, working with teams of research fellows, 
residents, and staff members in many of the leading 
medical centres in the U.S.A., and assisted by the most 
reliable laboratory facilities, observed hemorrhagic com- 
plications from anticoagulants in 7% of their first series 
(Wright et al. 1948) and in 13% of their second (Searrone 
et al. 1952); and the death-rates from hemorrhage due 
to anticoagulants were 0:7% and 1:1% respectively. 
After careful consideration of all clinical and necropsy 
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findings Wright et al. (1954) estimate that 1-7 deaths 
per 100 cases resulted from anticoagulant therapy. It 
is possible, however, that in ‘“‘ good risk ’’ cases treated 
with anticoagulants the incidence of hemorrhagic com- 
plications may be somewhat less than these figures. 
Nevertheless the small risk of thrombo-embolism in such 
patients not treated with anticoagulants does not appear 
to justify the’ use of drugs which may cause, even if 
infrequently, serious complications and death. 

The probable results of anticoagulant therapy given 
by busy practitioners or by specialists in smaller institu- 
tions, without the advantages of team-work, also demand 
consideration. In a recent survey made by us (Russek 
and Zohman 1953) by means of a questionnaire 228 
cardiologists and internists reported 122 deaths caused 
by hemorrhage from anticoagulants given in the 
treatment of acute myocardial infarction. 

It has been repeatedly claimed that old age provides 
special indication for the use of anticoagulants in acute 
coronary occlusion. I. 8. Wright (personal communica- 
tion) considers that, although the incidence of thrombo- 
embolism may be no greater in aged than in young 
patients, the older patient is more vulnerable and less 
likely to survive the consequences of thrombo-embolism. 
We have shown, however, that no justification exists for 
the concept that age is an important factor in determining 
the prognosis in the individual case (Russek et al. 1951a, 
Russek and Zohman 1954b). Statistically there is a 
higher incidence of serious attacks among older patients, 
with consequently a higher incidence of thrombo- 
embolism. For this reason alone anticoagulants have 
shown a greater life-saving action in patients aged more 
than 60 than in younger patients (Wright et al. 1948). 
It has not been recognised, however, that the prognosis 
for a severe attack or a mild one is uninfluenced by age. 
Our comparisons of cases of similar severity in different 
age-groups have repeatedly demonstrated similar mor- 
tality figures (Russek et al. 195la and b, 1952, Russek 
and Zohman 1954b). One must therefore conclude that 
the initial clinical appearance of the patient, irrespective 
of age, constitutes the best index to his future course 
and the deciding factor regarding the need for anti- 
coagulants. 

Of 1318 patients 611 (46%) qualified as ** good risk.”’ 
When the mild cases treated at home by conservative 
measures and the persons with serious attacks who 
manifest specific contra-indications to anticoagulant 
therapy are taken into account, probably not more than 
30% of all cases can be considered suitable for anti- 
coagulant treatment. This low estimate should not 
detract, however, from the value of anticoagulants in 
properly selected cases—i.e., those with poor prognostic 
signs—since their administration in such cases con- 
stitutes a major advance in the treatment of acute 
myocardial infarction. 


Conclusions and Summary 


All the available evidence goes to show that anti- 
coagulants are neither necessary nor desirable in the 
treatment of patients who sustain their first attack of 
acute myocardial infarction and present no unfavourable 
criteria for recovery at the time of the first examination. 

Although the appearance of poor prognostic signs is 
relatively uncommon during the subsequent course of 
cases initially classified as “ good risk,’’ such an event 
should be regarded as a clear indication for the use of 
anticoagulants. 

It is estimated that only about 30% of all patients 
with acute myocardial infarction need anticoagulants, 
but this low figure should not detract from the established 
value of such treatment in ‘ poor risk ”’ cases. 

The patient’s age has no bearing on immediate prog- 
nosis and should not be considered an important factor 
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indicating or contra-indicating the use of anticoagulants 
in acute myocardial infarction. 

Therefore the patient’s initial clinical appearance, 
irrespective of’ age, constitutes the best index to his 
future course and the deciding factor regarding the need 
for anticoagulant therapy. 
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CHEMISTRY AND NUTRITION 


At a meeting of the nutrition panel of the Society 
of Chemical Industry in London on Oct. 13, with 
Prof. JOHN YUDKIN in the chair, Mr. MaGnus PYKE, 
PH.D., spoke on Food, Chemistry, and Nutrition. 

Dr. Pyke pointed to two aspects; the nutritionists 
ascertaining the chemical requirements of man, and the 
technologists seeking improved methods of providing 
man’s food. Although both groups were working towards 
the same end, where efforts had been restricted to too 
narrow a field there had been an apparent clash between 
them. 

The chemists’ most important contribution to nutrition 
had been in increasing the total production of food. 
Despite variations, such as protein and vitamin 
deficiencies, the fundamental shortage was still of 
calories. Chemists had shown the way towards increased 
total food production by means of artificial fertilisers, 
the destruction of parasites and pests, and soil condi- 
tioners which had been recently synthesised. The value 
of fertilisers in increasing crop yields had been known 
for many centuries ; but the value of artificial fertilisers 
had been appreciated only in the last hundred years 
when their proper application had resulted from chemical 
analyses of soil and crops. 

Compounds of arsenic and copper had long been used 
to protect crops against disease and pests. The intro- 
duction of new synthetic chemicals had resulted in 
greater success in this field. Success, however, had been 
accompanied by dangers resulting from traces of these 
chemicals which were left on the crops and consumed 
with the food. Dr. Pyke suggested that this exemplified 
the likely dangers when the technologist restricted 
himself to his own narrow field. Unless the chemist 
was aware of the wider implications of the use of his 
chemicals, his efforts would fail. As an example of the 
wide view that must be taken both by the chemist and 
the nutritionist, Dr. Pyke cited the sociological surveys 
by Seebohm Rowntree and M’Gonigle, among others. 
These showed the effects of other factors, such as social 
conditions, the cost of food and other essentials, and of 
luxuries on the standard of nutrition. 

Our knowledge of the chemical composition of food 
was new ; the familiar tables of McCance and Widdowson 
were less than twenty years old. Before that com- 
paratively little was known of the chemical composition 
of food. Even today we had no comprehensive list of the 
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amino-acids, and thus the protein value, of commonly 
eaten foods. We believed that we knew the optimum 
requirements for adequate nutrition—in other words, 
the desirable chemical composition of a diet—but we did 
not know the desirable chemical composition of any one 
food. We did not know the minimum level of fat intake, 
nor the desirable level. 


An important aspect of good nutrition was the 
palatability of the food. For this reason colouring and 
flavouring were added to foodstuffs. In the U.S.A. 
there was a permitted list of materials that might be 
added to food, and no others might be used ; in Great 
Britain there was a forbidden list of materials which 
must not be used. We had no sure means of establishing 
whether new synthetic chemicals were toxic. Butter- 
yellow had been on the permitted list in the U.S.A. 
until 1936, when it was shown that this material produced 
liver tumours in rats. Dyestufis that were chemically 
similar had not been shown to be toxic, and remained 
on the permitted list. There was apparently no chemical 
method of showing whether a substance was, or was not, 
toxic. 

Dr. Pyke concluded that chemistry had undoubtedly 
brought great benefits in the way of. increased food 
production and decreased losses of food, but there were 
dangers at every stage. Increased production must not 
affect soil structure ; pesticides must not be toxic to 
man; food improvers must not be toxic. To achieve 
better nutrition, workers from many different fields must 
collaborate and each must appreciate the dangers of 
restriction to his own narrow field. 





THE AMSTERDAM PSYCHIATRIC SERVICE 

AT a meeting arranged by the National Association 
for Mental Health on Oct. 22, Prof. A. Querido, director 
of the public-health service of Amsterdam, described 
what is being done in that city to treat mental illness 
at the earliest possible moment and so to keep as many 
patients as possible out of hospital and under treatment 
at home. A few months ago Dr. Ling discussed ! this 
work and some of the lessons which it may hold for the 
mental-health service in this country. At that time 
we noted? that, under the National Health Service Act, 
local health authorities had powers to provide similar 
home-visiting schemes, but only about 30 of them had 
begun to use those powers. 


The Amsterdam plan is not a new.one: as Professor 
Querido related, it had its beginnings in the economic 
crisis of 1930 when questions were asked about the 
mounting cost of caring for the insane. It was chiefly 
to answer these questions that Professor Querido was 
appointed city psychiatrist, and his first step was to 
gather details of the 3000 people from Amsterdam who 
were then in mental hospitals. This inquiry showed 
that for about 10% of these patients further stay in 
hospital was not absolutely necessary: they could 
be discharged provided a home could be found for them 
and somebody would look after them there. The fact 
that a patient was suffering from a mental disease was 
not alone sufficient reason to keep him in hospital ; 
the point was whether the disease made it impossible 
for him to live in society. And this was the principle 
that had guided Professor Querido and his colleagues 
since 1930. 


A rule was finally established that all medicolegal 
measures connected with the admission of patients with 
mental disorders should be handled only by the city 
psychiatrist and that no admission should be made 


1. Ling, T. M. Lancet, 1964, i, 1127. 
2. Ibid, p. 1117. 





without his consent. So a city psychiatric service, on 


duty 24 hours a day, came into being. No patient was ~ 


sent either to clinic or to hospital before the case had 
been investigated by the psychiatrist on duty, and this 
investigation took place as soon as possible and on the 
spot—in the patient’s home, in the police-station, on 
board ship, or wherever in the city the illness had 
declared itself. This new method of investigation soon 
brought about a change in the attitude of the psychi- 
atrists who used it: to them it now seemed less 
important to determine whether the patient ought to 
be labelled with this or that clinical diagnosis than to 
find out whether his social and mental capacities made 
it possible to reach a compromise with his defects. 
Clinical diagnosis continued to play an important 
part, but it was no longer the main purpose of the 
examination. 


Professor Querido emphasised that the relation between 
the patient and the service was absolutely free and 
voluntary. If a patient was unwilling to codperate, no 
compulsion of any kind was used. He was admitted 
to a mental hospital only as a logical outcome of 
the circumstances and never as a punishment in 
itself. 

The first aim of the service—to curb hospital admissions 
—was an unqualified success. Between 1922 and 1930 
there was a yearly increase of 100 mental-hospital 
patients: between 1930 and 1939 this admission-rate 
did not rise above the 1930 figure and remained constant. 
Moreover, the number of feeble-minded in institutions fell 
from about 400 to about 30. There were about 3000 
adults under supervision and an equal number of 
juveniles; and the total yearly contacts exceeded 
30,000. The annual operating cost was about £25,000 
—a fraction of the cost of hospital care. 





Medicine and the Law 





The Consultant as Agent 


In the course of a judgment delivered in the Court of 
Appeal on Oct. 25 and reported in Tuesday’s Times, 
Lord Justice Denning said that in his view a consultant 
performing his hospital duties under his contract of 
part-time employment; at a fixed rate of payment, was 
performing them as the servant or agent of the Minister 
of Health. He added that ‘‘ consultant’? was now not a 
term which denoted a particular relationship between 
a doctor or a surgeon and a hospital, but was simply a 
title or grading denoting his place in the hierarchy of the 
hospital staff. He was just as much one of the hospital 
staff as any of the others. Whether he was called specialist 
or consultant made no difference. He was just carrying 
out the duties of the Minister. 


Deteriorated Paraldehyde 

At an inquest on a 32-year-old man who died in 
Doncaster Infectious Diseases Hospital two days after 
receiving a dose of paraldehyde by mouth, it was stated 
that the bottle of paraldehyde had been in the hospital 
dispensary nearly four years. Mr. A. S. Currie, senior 
scientific officer of the North Eastern Forensic Science 
Laboratory, Harrogate, said that the cork had been 
corroded for about three-quarters of its length. The 
liquid was extensively decomposed ; it contained 55% 
paraldehyde, 40% acetic acid, and small quantities of 
peroxides. Dr, Gilbert Forbes, Home Office pathologist, 
said that he found tuberculous lesions in both lungs 
and in the left kidney. The substance in the bottle 
had burned the patient’s mouth, and bronchopneumonia 
had developed. 


A verdict of death by misadventure was returned. 
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PAN-PACIFIC SURGICAL ASSOCIATION 

SurGeEons attending any meeting of the Pan-Pacific 
Surgical Association can be assured of something quite 
unusual by any standards. Those who went to the 
sixth triennial congress in Honolulu on Oct. 8-15 were 
not disappointed. The climate of the islands and the 
hospitality of the islanders are renowned, and the 
scientific meetings were so arranged that all delegates 
had the best of all worlds. 

Dr. F. J. Prnkerton, director-general of the associa- 
tion, said that the congress was being attended by 
representatives of nineteen countries surrounding the 
Pacific basin, as well as by two representatives from 
Europe. 


Responsibility of Medicine in Modern Society 


Prof. I. 8. Ravpin (Pennsylvania), in a presidential 
address, spoke of the failure of modern medical education 
to teach the art of medicine. Students were acquiring 
an encyclopedic knowledge of disease but none of 
people, and often showed no sign of interest in their 
patients once symptoms had disappeared. The great 
stock-in-trade of the old family doctor was a real interest 
in his patients which led to mutual liking and respect. 
For the best use to be made of modern medical science, 
science and art must be balanced as accurately as the 
scales of justice. Many young doctors said that they 
were too busy to develop this doctor-patient relationship, 
or that they would postpone the attempt until the 
conclusion of internship or residency ; but this relation- 
ship, like the systematic reading of medical journals, 
was a habit that must be acquired early. 

An important feature in the development of mutual 
trust between doctor and patient was the doctor’s own 
attitude to his practice. Financial gain must not be the 
chief reward. The opportunity to do good work in 
association with good colleagues and the constant 
improvement of facilities for the benefit of patients 
should be the aim and the reward of good practice. When 
doctors had put their own house in order, then the trusi 
of the patients would develop and be justified. 


Military Medicine 

Major-General GEORGE E. ARMSTRONG, surgeon- 
general of the U.S. Army, remarked that the use of 
arterial grafts in the treatment of traumatic arteriovenous 
aneurysms had reduced the rate of limb loss from 49% 
in the 1939-45 war to 15% at the present time. Know- 
ledge of blood replacement and of plasma expanders had 
also increased remarkably as a result of military needs. 

Captain Wi1LL1aM P. Stevens (U.S. Navy) spoke of the 
joint utilisation of medical staff as it had been applied 
in the 1500-bed Tripler Army Hospital. The scheme 
had been started in 1949 and had worked extremely 
well. There was still slight duplication of administrative 
procedures, but medically the scheme was entirely 
satisfactory. Patients came from all three Services, as 
did also the staff, who worked together as one unit. The 
resultant saving of cost was enormous, and must even- 
tually benefit the taxpaper. Complete success of the 
scheme depended entirely on the willing coéperation of 
the administrative heads of the three Services, and the 
scheme could not yet be applied fully to all hospitals. 


Intestinal Obstruction 

This discussion was opened with an account of a 
30-year-old Chinese who complained of sudden onset of 
abdominal pain, nausea, and vomiting. 

Appendicectomy for acute. appendicitis had been done 
four months earlier. On admission the temperature and 
pulse-rate were normal; the abdomen was soft and not 
distended. White blood-cells numbered 9900 per c.mm. 


MEDICAL CONGRESSES 


focr. 30, 1954 913 





(polymorphs 54%). A straight radiograph of the abdomen 
showed very little gas. Conservative treatment was adopted, 
with gastric suction and intravenous fluids. Pain persisted ; 
the temperature and pulse-rate rose; the abdomen became 
distended ; and after four days laparotomy showed a loop 
of strangulated gangrenous small bowel around a band 
adhesion. Resection and aseptic ileostomy above the 
anastomosis was followed by recovery. 


Discussing this case Dr. OWEN WANGENSTEEN (Minne- 
apolis) emphasised the dangers of intubation. If radio- 
graphic checks at twelve-hour intervals showed no 
lessening of the distension the abdomen should be 
explored without delay. The Grafton Smith device for 
intubating the duodenum was of great help in estab- 
lishing efficient suction rapidly, but if pain persisted 
or the patient showed dislike of changing position 
strangulation should be suspected. With regard to 
operative technique, he thought that band adhesions 
following appendicectomy were often due to fibrin 
deposits resulting from inadequate hemostasis, and to 
prevent this he recommended peritoneal lavage with 
saline. He considered that visible spillage of intestinal 
contents at the time of resection was an important cause 
of postoperative pyrexia and delayed convalescence. He 
suggested that as a result of intestinal suction and 
antibiotics the death-rate from obstruction had been 
reduced by 50%. 

Dr. Haroitp Foss (Danville, Penn.) considered that 
immediate operation should be advised in every case of 
intestinal obstruction, even when there was no apparent 
strangulation.. The only exception was in cases where 
dehydration was severe, when operation might be post- 
poned for a very short time to allow for intravenous 
therapy. 

Dr. Rospert Erman (St. Louis, Mo.) said that in 
the last twenty years there had been a great reduction 
in the mortality from acute appendicitis, but no corre- 
sponding reduction in deaths from intestinal obstruction 
(excluding hernia). Intubation and antibioties had 
diverted attention from the fact that intestinal obstruc- 
tion was primarily a surgical disease requiring early 
intervention, even though full confirmation of its 
existence might not be forthcoming. 


Blood-transfusion and Blood Expanders 

Colonel Epwin J. Putasxi (U.S. Army) spoke of the 
development of plasma expanders. In the U.S.A. during 
the 1939-45 war attention had been focused on gelatin, 
while dextran was being developed in Sweden and 
polyvinylpyrrolidone (p.v.P.) in Germany. The ideal 
electrolyte expander should have positive and negative 
attributes. Half of it should be retained for more than 
twelve hours. Itg total and colloid osmotic pressure 
should be similar to that of plasma, and its viscosity 
and pH should be the same. It should be stable, repro- 
ducible, and sterile. On the negative side it should not 
be pyrogenic or toxic or diuretic, and it should not 
interfere with the eoagulability of blood nor with 
grouping and cross-matching. Of the existing substances 
gelatin was the most satisfactory, except for its tendency 
to gel at temperatures below 40°F. pP.v.p. was excreted 
very slowly, and 50% of the amount injected could not 
be accounted for by excretion. Fractionated dextran 
rarely produced reactions; excretion was rapid, and 
that which was not excreted was mainly metabolised. 
When the plasma requirement was less than 1-5 litres, 
the whole might be replaced by dextran. When the 
deficiency was up to 4 litres it should be made good 
by blood and dextran in equal amounts; and with 
larger losses replacement should never include more 
than 2-5 litres of dextran. Administration of dextran 


in amounts exceeding 1:5 litres caused a definite increase 
in the bleeding-time. 

Dr. Hartman (Detroit) discussed the experimental 
evaluation of the various plasma expanders, particularly 
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in relation to changes in coagulability, subepithelial and 
endothelial haemorrhages, and changes in platelet and 
prothrombin content of the blood. In all of these 
experiments gelatin proved by far the most satisfactory 
and it should be entirely satisfactory for institutional 
practice; but because of its tendency to gel at low 
temperatures it was unsuitable for stockpiling against 
an emergency. Unfortunately all substances used 
interfered with blood-grouping and cross-matching ; 
these tests should be done before a plasma expander 
was given. 

Dr. Yorout Azuma described the development of 
blood-banks in Japan. 

Dr, Jacos BERMAN (Indianapolis) said that the most 
important thing in hemorrhage was to stop the bleeding ; 
the need for this was commonly overlooked in the 
enthusiasm for large and multiple transfusions. 


Cardiovascular Disorders 

Dr. F. GERBOvDE (San Francisco) discussed the diagnosis 
and treatment of cardiac lesions in childhood, with 
particular reference to Frans brachial aortography and 
hypothermia. Dr. E. Hotman (San Francisco) presented 
a brilliant exposition of the hydrodynamics of aneurysmal 
dilatation. Dr. D. A. CooLrey, speaking for Dr. M. 
DEBAKEY, described the experience of the Houston 
school with excision of aneurysms and coarctation of 
the aorta. Dr. H. E. Boiron (Philadelphia) summarised 
many of the recent advances in cardiac surgery, paying 
particular attention to the treatment of aortic stenosis 
by mechanical dilatation or fracture through the wall 
of the ventricle or through the aorta itself—a recent 
development which has substantially lowered the 
mortality-rate of the operation. 
Blood-vessel Twmours 

Prof. F. E. Srock (Hong-Kong) deseribed tumours of 
blood-vessels, with special reference to the lesion known 
as diffuse systemic angioma. This lesion was _illus- 
trated by slides showing its site of origin, its diagnosis, 
and the results of treatment by excision or irradiation. 
Tricuspid Valvular Disease 

Dr. K. Mappox and Dr. Frank Mutis (Sydney) 
observed that tricuspid valvular disease was infrequent, 
and very rarely oecurred alone. Its presence did not 
significantly alter the progress of untreated mitral 
disease, but might be responsible for failure to improve 
after operation on the mitral valve. Its presence could 
be suspected preoperatively and could be confirmed by 
electrocardiography and cardiac catheterisation. Dr. 
Mills discussed the technical aspects of the operation. 
The cusps varied in size, and not infrequently no 
commissure could be detected. A knife must often be 
used to enlarge the opening since finger-fracture proved 
impossible. He thought that the best approach was 
through the left fourth rib; and after the mitral valve 
has been dealt with and tricuspid stenosis confirmed by 
palpation the incision was extended across the sternum 
and into the right chest. The atrium was best opened 
just above the valve and not through the auricular 
appendage. The entire operation could be done through 
right or left chest, but neither of these methods was 
so satisfactory. 
Plastic Tubes 

Dr. H. J. SHuMAKER (Indianapolis) discussed the use 
of plastic pliable tubes in bridging arterial defects. 
Numerous substances had been used ; most experience 
had been gained with a fused nylon/* Polythene ’/nylon 
sandwich, Grafts with an internal diameter of less than 
8 mm. frequently showed thrombosis. Recently a new 
material—nylon filter cloth—had been used, and it had 
proved by far the most satisfactory. Blood did not leak 
through this material even without preparation, and tubes 
were easily made by sewing-machine. 
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@sophageal Varices 

Dr. R. Linton (Boston) said that hematemesis from 
csophageal varices should be treated as an emergency 
and hemorrhage controlled by cosophageal tampenade 
followed within a few hours by intra-cesophageal ligation 
of varices. This operation was not definitive, and should 
be followed as soon as possible by splenorenal or porta- 
eaval anastomosis. There was no difficulty about con- 
firming the diagnosis, even in the acute stage, by a 
barium swallow. The mortality-rate of the shunt 
operation in his hands was now quite low (5-8% over 
the last five years), while the risk for patients with 
untreated varices was very high indeed. In cirrhotics 
50° would be dead within a year of diagnosis and 80% 
within five years; and although the prognosis with 
varices in patients without cirrhosis was not so high the 
results of medical treatment were still poor. 

Dr, BERMAN (Indianapolis) confined his remarks to 
patients who, because of a low serum-albumin level or 
ascites, were not acceptable for shunt operations. The 
small cirrhotic liver was actually more vascular than 
normal. He considered that ligation of the hepatic artery, 
which he had formerly advocated, was not suitable ; and 
he now gradually occluded the hepatic artery by means 
of a hydroscopic plastic button, which because of its 
slow action encouraged the development of collateral 
arterial circulation. 

Revascularisation of the Heart 

Dr. CLaupkE S. Breck (Cleveland) discussed his tech- 
nique for revascularisation of the heart. Both his 
operations acted by encouraging the development of 
intercoronary circulatory anastomosis, and both were 
effective in protecting the dog’s heart against ligature 
of the anterior or circumflex coronary arteries. The 
direct anastomosis of aorta to coronary sinus was more 
effective, but the anastomosis remained patent for only 
six to eight weeks. In selecting patients for operation 
it was important to take those who had had coronary 
infaretion not less than six months previously, and who 
did not have gross cardiac enlargement. Surgery would 
not stop degenerative processes in arteries already 
diseased, nor would it undo damage in heart-muscle ; 
but it would provide a slight increase in coronary flow 
which protected heart-muscle for a considerable time. 
The mortality-rate of the Beck-1 operation (asbestos dust) 
was 7-5%, and of the Beck-m operation (aorta to 
coronary-sinus anastomosis) 26%. The former therefore 
was still favoured until it could be shown that the 
Beck 1 gave substantially better results. 


Gall-bladder 

Dr. WARREN COLE (Chicago) described his experience 
in reconstruction of about 120 common-duct strictures, 
three-quarters of which were secondary to trauma during 
cholecystectomy. 

Dr. Francis F. RuNDLE (Sydney) described a techniquo 
which has been applied to patients who have undergone 
choledochostomy. All bile secreted is drained externally 
and collected in twelve-hourly samples. This has enabled 
observations to be made on the total electrolytic loss in 
patients with a biliary fistula, on the volume flow of 
bile after biliary operations, on the total biliary secretion, 
and on a clinical state which may be called the 
‘* post-choledochostomy acidotic syndrome.”’ 

Malignant Melanoma 

Dr. H. Witty MEYER (New York) pointed out that 
the results of good surgery in malignant melanoma did 
not differ materially from those for carcinoma in other 
accessible sites. Excision of the primary lesion coupled 
with block dissection of the glandular area was followed 
by five-year cure in 70-80% of microscopically stage-1 
cases, but by only 20-30% of cures if glands were 
involved. The results of treatment for lesions in the 


head and neck were superior to those in the leg, and he 
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THE LANCET) 
suggested that this was due to the massaging action of 
muscles which facilitated vascular spread. 


Colon and Rectum 

Polyps 

Professor Ravpin discussed adenomatous polyps of 
the large bowel. No other premalignant lesions in the 
body could be treated so satisfactorily from the 
point of view of cancer prophylaxis. These tumours 
occurred in the same sites in the colon, with the same 
frequency, as carcinoma. Routine sigmoidoscopic exami- 
nation had shown an incidence of polyps of 8% in 
symptom-free men. Every polyp must be removed, and 
in patients with multiple polyposis the only justifiable 
treatment was complete colectomy with excision of the 
rectum. The surgeon’s responsibility did not end, 
however, until a complete check had been made of all 
members of the patient’s family. 
Rectal Carcinoma 

Dr. RussEL. Best (Omaha, Neb.) described his practice 
in relation to sphincter-conserving operations on ecar- 
cinoma of the rectum. He considered that all lesions 
above the peritoneal reflection should be treated by 
anterior resection. Lesions within 5 em. of the anus 
should be dealt with by abdominoperineal resection, 
while for the remainder an abdominal mobilisation 
followed by posterior perineal excision with end-to-end 
sigmoido-anal anastomosis was the treatment of choice. 
Perineal drainage was desirable in cases treated by 
either method. 
Ulcerative Colitis 

Dr. R. A. ScarBorouGcH (San Francisco), Dr. L. §. 
Faruts (Detroit), and Dr. R. B. Tumputy (Cleveland) 
each dealt with some aspect of ulcerative colitis. Al 
agreed that the only satisfactory treatment was complete 
colectomy with rectosigmoidectomy and terminal ileos- 
tomy ; and discussion centred around a one, two, or 
three stage procedure and the type of ileostomy. Of 
the many techniques of ileostomy, Dr. Tumbull’s tech- 
nique of a sliding mucosal graft to cover the serosal 
surface and providing a small spout with mucosa to skin 
suture had given the best results and the least complica- 
tions. With this technique no tube was required, nor 
was digital dilatation necessary. A normal ileal stool 
was to be expected in three to five days. 


Thoracic Surgery 

Stenosing Qsophagitis 

Dr. D. Cootry discussed the surgical treatment of 
stenosing csophagitis resulting from swallowing caustic 
and from peptic regurgitation. He considered that the 
former cases should be treated by cesophagectomy with 
cesophagogastric anastomosis; the most satisfactory 
approach was a combined midline abdominal incision 
and a right submammary incision. The diaphragmatic 
hiatus was stretched ; and after the left gastric vessels 
and vasa brevia had been divided, the stomach could 
be brought to the apex of the right chest without 
difficulty. If necessary an additional supraclavicular 
incision was added to make a cervical anastomosis. In 
all cases a pylorotomy was done to overcome pylorospasm. 
Mediastinal Enlargement 

Dr. J. K. BERMAN (Indianapolis) discussed the differ- 
ential diagnosis of mediastinal enlargement and advocated 
mediastinography with 50 ml. of 35° diodrast injected 
directly into the mediastinal space. 
Pancreatitis yar 

Dr. Vinton SrLer (Cincinnati) and Mr. Kenneru W. 
Starr (Sydney) discussed the clinical approach to pancreati- 
tis. Dr. Siler described the disease as of three types—inflam- 
matory, hzemorrhagic, and, suppurative—and showed 
how the prognosis became progressively worse in each 
group. Mr. Starr suggested that the patient should be 
operated on only for the treatment of associated biliary 
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disease or ductal obstruction. In the absence of these 
a conservative approach was desirable, using electrolyte 
therapy, analgesics, and thiouracil. At a later stage, if 
pain was troublesome, splanchnic anesthesia with 
* Efocaine,’ or sympathectomy, was useful. 

Pancreatic Tumours 

Dr. J. E, Ruoaps (Philadelphia) discussed the surgical 
management of pancreatic tumours. For carcinoma he 
favoured radical excision. Pain was an important 
symptom of carcinoma of the head of the pancreas, 
being a presenting symptom in half the cases and present 
in some degree in three-quarters. 

Ulceration of Leg 

Mr. ALAN Swarp (Sydney) discussed stasis ulceration 
and the swollen leg. The causes of edema were con- 
genital, hereditary, and acquired. He showed that in 
the normal leg edema did not occur although the 
hydrostatic pressure was considerably in excess of the 
blood osmotic pressure. Reviewing the treatment of 
edema and ulceration due to various causes, he said 
that with primary varicose veins surgery should be 
radical. Injection alone was useless; this should be 
restricted to the treatment of a few remaining veins after 
excision. Multiple ligature should be used to deal with 
perforating vessels. When cdema was due to deep 
venous thrombosis, the elevation of the foot of the bed, 
lumbar sympathetic block, and heparin should all be used. 
Venous ligation was irrational and should not be used, 
Chronic ulcers should be treated first by dealing with 
superficial veins and then by excision and skin-grafting. 
Subsequently all patients should be made to wear elastic 
stockings for at least six months and should be told of 
the great importance of full movement and exercise in 
the reduction of venous pressure. High heels, because 
they limited ankle movements, should be banned ; but 
some women were resistant to persuasion. 

o* OK * 

The next clinical meeting is to be held in the second half 
of October, 1957, in Honolulu. The officers for the coming 
three years are: Dr, Arthur W. Allen (Boston), president ; 
Dr. J. E. Strode (Honolulu), Dr. Ian Hamilton (Adelaide), 
and Dr. Young So Kim (Korea), vice-presidents ; and Dr. 
John Frazer (Honolulu), secretary-treasurer. 

Dr. F. J. Pinkerton (Honolulu) continues in office as 
director-general and executive vice-president, 
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Abolish Infant-welfare Centres ? 

INFANT-WELFARE clinics were created to fill a gap. 
At a time when most general practitioners expected a 
fee for every servite rendered, it was impossible for the 
ordinary mother to get the regular and frequent medical 
help she wanted in the upbringing of her more or less 
healthy child ; and many practitioners were not in fact 
much interested in routine care of this kind. As at other 
points in medicine, the local authorities had to step in 
to meet a need which nobody else was meeting; and 
they can claim a considerable share in the credit for 
the reduction of infant mortality, which at the turn of 
the century was over 154 per 1000 live births but last 
year was under 27. 

Two years ago Prof. A. L. Banks ! suggested that the 
time for gap-filling has ceased: he thought that, in a 
planned service, local authorities need no longer provide 
medical care, which might be left to the hospitals and 
the family doctor. Analysing the work of infant-welfare 
clinics, Professor McKeown and his colleagues? con- 
cluded that the routine advisory work of the clinic medical 
officer should be transferred to the health visitor, while 
his clinical work should be done by a new class of general- 








1. Banks, A. L. Brit. med. J. 1952, ii, 1007. 


2. George, J. T. A., Lowe, C. R., McKeown, T. Lancet, 1953, i, 88. 
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practitioner pediatrician. With this proposal Essex- 
Cater * now firmly expresses disagreement. 

He began by ascertaining the precise scope of the work 
done at seven representative clinics of a county borough, 
with particular emphasis on the duties of the clinic doctor. 
In the period under review (July to mid-October, 1953) 
2925 children under five years of age attended the seven 
centres and 1000 of these were referred to the clinic doctor— 
368 for immunisation or vaccination, 318 at the mother’s 
request, 179 at the request of a health visitor, midwife, or 
general practitioner, and 136 for routine examination at their 
first visit. The clinics were thus important centres of prophy- 
laxis against whooping-cough, diphtheria, and smallpox. As 
Essex-Cater points out, clinic doctors have ideal opportunities 
for explaining to mothers the value of these measures; and 
the use that can be made of these opportunities has been 
demonstrated at Oxford, where an intensive campaign by the 
welfare clinics has raised the diphtheria immunisation-rate 
well above the national figure. 

Most mothers who asked for interviews with the clinic 
doctor were seeking reassurance on the progress of their 
children, or advice on minor matters such as feeding or 
teething troubles. A few were dissatisfied with, or afraid of, 
their own general practitioners, the commonest cause of dis- 
satisfaction being that the practitioner did not examine the 
child. 

Newcomers to clinics were examined routinely at their 
first visit, and afterwards at the ages of six months, one year, 
two years, and before starting school. The clinics treated only 
conditions likely to respond promptly to simple measures. 
During a period when 100 children received such treatment, 
43 were referred elsewhere—to their family doctors, or to 
hospital consultants, or to the special clinics run by the local 
authorities (dental, orthopedic, and so on). In the same 
period 11 mothers were given simple treatment and 12 were 
referred. Besides working at the clinic, the clinic doctor 
called on general practitioners to discuss particular patients, 
and visited homes where conditions were poor. 


Essex-Cater thinks that his figures justify the con- 
tinued existence of clinics ; in particular, they support 
the opinion of Reid and Reid® that health visitors 
should not run clinics on their own, but should have a 
medical officer, appointed by the local authority, to 
whom they can refer certain cases. He points out, on the 
other hand, that not all clinics have equally high stan- 
dards. Clinic doctors, he says, can do much to relieve 
the strain on family doctors, but only if the family 
doctors have confidence in their efficiency; so the 
service must attract the best kind of medical personnel. 
“The ideal clinic doctor has a family of his or her own, 
a knowledge of pediatrics, preferably confirmed by a 
postgraduate qualification, a knowledge of normal, 
physical and mental, child development and a belief in 
preventative medicine.”” The main duty of the clinics 
should at present be prevention, and cure should be 
largely left to the family doctors; but he agrees with 
Professor McNeil * that if training-schools were set up in 
clinics the family doctors might in time learn to carry 
out both functions. Then, and then only, should the 
infant-welfare services be allowed to fade away. 





Third Quarter in England and Wales 


The Registrar-General *? announces provisional figures 
for the quarter ended Sept. 30, 1954. Live births 
numbered 167,070—a rate of 15-0 per 1000 population ; 
in the corresponding quarter of 1953 the rate was 15-6. 
There were 104,112 deaths registered—9-4 per 1000 
population, compared with 8-9 per 1000 in the third 
quarter of 1953. The infant-mortality rate of 21-0 per 
1000 related live births was a record low rate for a 
September quarter. There were 3918 stillbirths, or 
22-9 per 1000 total births, compared with a rate of 21-0 
in the corresponding quarter of 1953. 





. Essex-Cater, A. J. Med. Offr, Oct. 1, 1954, p. 173. 

. Fisher, M. fees, Oct. 8, 1954, p. 187. 

. Reid, J. J. Reid, M. Ibid, i954, — 273. 

‘ McNeil, C. ABrit. med. J. 1954, i, 533 

. The Registrar: -General’s Return ‘for ‘ihe week ended Oct. 16, 
1954. H.M. Stationery Office. Pp. 20. Is. 
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In England Now 





A Running Commentary by Peripatetic Correspondents 


WE took our holiday late this year. We'd had a hectic 
time professionally and domestically ; so, determined to 
have a real rest, we travelled incognito. Signing the 
hotel register Mr. and Mrs. Smith and family, we were 
all set. to forget Aisculapius and Cohen Committees 
when across the hall came the stentorian voice of Mrs. 
Obnoxious... ‘‘ DOCTOR ! How pleased I am to see you. 
I don’t want to be naughty and disturb your holiday, 
but...’ The word soon spread and the hotel staff, 
anxious to see that we really enjoyed ourselves, lost no 
opportunity of regaling us with suitable conversation. 


The lift man started it when we innocently remarked on 
the charm of our 3-year-old lift companion. ‘‘ Oh yes,” he 
said, shaking his head sadly, “ that were very tragic, very 
tragic ’’... and he went on to describe how the child’s grand- 
mother had had a fatal seizure the previous year on that very 
floor (‘‘of course, you'll understand about such things, 
Doctor ’’). 

While my colour changed to blue and my teeth chattered 
madly, the swimming instructor described the dangers of 
children spending long hours in the water and swimming as 
the precipitating factor of a series of sore throats and gastric 
attacks they'd recently had. As we dragged our reluctant 
youngsters out of the water an hour later we could only hope 
his theories were not correct. 

At lunch one waitress greeted us briskly. “ Good morning, 
Doctor ; lovely day, just the weather my poor sister loves. 
She’s in on at Xport ... had a big operation last 
Friday . 

Dinner was uneventful and our problem children were 
enticed to stay in bed by leaving their mother reading to them 
until she fell asleep. I beat a retreat to the bar for a nightcap. 
‘*Good evening, Doctor,” said a blunt Yorkshire farmer. 
‘*“ Won't you join us? There’s a chap here’ll interest you. 
Been to every specialist in Harley Street. Been in bed months 
with his heart anti a perforated ulcer, yet he will lace his 
milk diet with rum and manages to down a bottle of whisky 
daily with his two-hourly diet. Can’t you suggest something, 
Doctor ?”’ I could and did—an early night for myself. 


But the next day we struck back. Going down in the 
lift we told the lift man how we’d been stuck in the 
service lift two years ago. As my Yorkshire friend 
approached I was turning to a paragraph in my morning 
paper headed Worst Harvest for Sixteen Years. ‘‘ Hello,” 
I said cheerily, ‘‘ just reading something that’ll interest 
you...” As he walked towards me I knew our talk 
would not be of gastric ulcers. 

* * ~*~ 


Early this week we met a preclinical friend of ours 
whose dangerous habit it is to act as a peripatetic corre- 
spondent. We observed at once that he was looking a 
bit peaky, and inquired solicitously after his welfare. 
He told us a horrifying story. It appeared that he had 
been detected in his shameful pursuit and publicly 
identified under the thin disguise of the pseudonym 
‘** Doctor C”’ by a traitorous fellow-correspondent. Ever 
since the publication of last week’s Lancet our friend’s 
ears have exhibited a dangerous erythema, his palms 
have tingled viciously, and his quota of sleep, never 
abundant, has been cut down to zero. He was, indeed, 
a pitiable figure, and it seems that his alarm at being 
thus openly unmasked is not without foundation. His 
acquaintances now regard him as some sort of gossip 
columnist, and have intimated their intention of remain- 
ing obstinately silent about the exciting experiences our 
friend is wont to retail for monetary reward, his Professor 
has taken to censoring his Mss, and he has received a 
threatening-letter from the income-tax authorities asking 
him what he has done with the money he earned in 
America. He tells us he is going to write to the Editor 
demanding that he immediately tear the whiskers from 
the sinister countenance of the arch-spy and saboteur, 
Doctor E, who wrote the letter. Doctor E dares to 
suggest that our friend’s friends do not exist, and hopes 
to escape retribution by giving a false family history. 


We can tell him that the Cs do not give up so easily as 
that ; there was a reddish reflex in our friend’s eye that 
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we did not like, and his fingers twitched. Spsaking 
personally, we should not care to be Doctor E. 
* * * 
Your peripatetic spotter is, I guess, withholding 
information, but I think I can deduce the missing clues 
to his identity parade. 


His knowledge of Sir B. is clearly greater than he admits 
and he has, I *suspect, as a student made the mistake of 
observing slight swelling of the abdomen (short 0) on one of 
Sir B.’s ward rounds. As for Dr. C. your spotter is also an 
anatomist, and being rare aves they all know each other. 
The identification of Dr. D. discloses greater inside information, 
for there is no obvious connection between the Chelsea Flower 
Show, the ‘“‘ Skinsey Report,”’ and a northern pathologist. 


By the way, Cyril, I never thanked you for putting me 
up for the night when I was up in town the other day. 


* * * 


Now that the Motor Show is here again, I am seized 
afresh with the urge to reform the industry. 


All garages would be taken over by regional boards, manage- 
ment committees, and executive councils, and a comprehensive 
National Motor Service would provide free treatment to all 
ailing British automobiles—and possibly foreign ones as well. 
The service would be staffed by highly trained practitioners, 
required to serve a statutory period of apprenticeship in a 
teaching garage and to pass a written, oral, and practical 
qualifying examination. New appointments would be made 
by selection committees from some thirty or forty applicants, 
so as to promote healthy competition. 

At the garage, all vehicles would have a searching history 
elicited, including past breakdowns, housing conditions, and 
the state of the waterworks and exhaust. Examination will 
follow the usual routine of inspection, palpation, and ausculta- 
tion of the various systems. After a careful check from bonnet 
to boot, all positive and negative findings will be recorded. 
Where necessary, specimens will be sent to the laboratory 
for estimation of the radiator rust or the carburettor carbon 
expressed in milli-equivalents per litre. 

Treatment will be under the direction of a physician or 
technician. The former, ably versed in conservative therapy, 
will probably prescribe potent mixtures to be poured into the 
radiator or down the petrol tank three times daily after runs. 
When a cure is not possible, the car will be referred to the 
technician for structural alteration, which may vary from a 
minor anastomosis of the brake cable to a major resection 
of the big end. 

* * * 


The Maestro: “ Retract, Mr. Barlow. . . . Thank you. 
As I was telling Sister yesterday, one look at the Parthenon 
convinced me that the artists of ancient Greece make the 
architects of our great Gothic cathedrals look like pedlars in 
Birmingham pottery. . . . If you will kindly retract, Mr. Barlow 

. and take your head out of the field of operation. Thank 
you so much. There is a discipline, a strength, a cleanliness 
of line, an economy which is quite sublime ; and of course 
they are never brash enough to conceive of decoration without 


usage. 

“The whole building is built on Beauty. Beauty is not 
incidental to it or encrusted upon it .. . which is where the 
Italians fall into grievous sin. I wonder, Mr. Barlow, if you 
can exert a steady, constant, and unremitting pressure on 
the retractor? You start well but you do not persevere ; 
remember St. John—Qui autem perseveraverit usque in finem, 
hic salvus erit. And I am sure you-would wish to be saved, 

“Did you know that the columns which support the great 
entablature are several inches thicker in the middle than at 
the base or capital ? If this small point had not been con- 
sidered the columns would have looked waisted and the result, 
of course, disastrous. I don’t think our very capable anzs- 
thetist has yet observed that the re-breathing bag is no longer 
moving. Retract, Mr. Barlow. Remember that I am entirely 
dependent on you for the success of the operation. Tell me, 
I am intrigued . . . why did you take up surgery so late in life ? 

Barlow: “ Well sir, I felt, sir, that I had to save at least 
one human life before I died.” 

Maestro : “‘ But why not a coastguard m’boy ?”” 

* * * 


My son aged eight and one week has just asked: 
s Deldy, how did you bring me up? I forget.” I’m 
sure this proves ph sr Fv but I can’t7think what. 
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EFFECT OF ASPIRIN ON THE STOMACH 


Srr,—In 1938 ! I drew attention to aspirin as a possible 
cause of melena. Later in the year, Lintott and I? 
described our gastroscopic observations pointing to its 
irritant action on the mucosa of the lesser curvature in 
12 out of 16 patients. 

Subsequently Paul *® carried out 1000 gastroscopies to 
observe the aspirin effect and failed to find it. This 
remarkable series has often been quoted as evidence of 
the harmlessness of aspirin locally, but writers have 
overlooked the fact that Paul found the tablets, as a rule, 
in or near the mucous lake. The greater curvature is 
well protected by mucus, and is in no way comparable 
with the lesser curvature where our reactions were 
observed. There was also a difference in technique in 
that Lintott and I aspirated the gastric contents before 
passing the gastroscope, and thus deprived the stomach 
to some extent of its protecting mucus. 

Quite apart from our views, it must be remembered 
that aspirin as a gastric irritant has been established by a 
large number of necropsy observations, and the testimony 
of countless patients who complain bitterly of epigastric 
discomfort and heartburn after taking insoluble tablets. 

I have recently repeated the tests on 37 patients. Apart 
from 6 with gastric ulcers the remainder had a normal 
mucosa. No aspirin particles were found in 9; a 
positive flare reaction was seen in 17; no reaction was 
observed in 11. Two independent witnesses checked 
these observations. The proportion of positive reactions 
was thus lower, and the failure to find traces of aspirin 
higher than previously. Both changes may be due'to the 
great improvement in manufacturing technique which 
has taken place since our original communications. 
Furthermore, in my recent series previous aspiration of 
gastric contents was not done. Nevertheless, aspirin in a 
form which does not dissolve, or rapidly disintegrate, 
does offer a risk of discomfort, or even hemorrhage, and 
it is gratifying to find many marketed tablets which do 
not reach the stomach in solid form. The association of 
aspirin and glycine in. a tablet results in such rapid 
disintegration in the mouth as to justify the term “ flash 
dispersal.’ The resulting minute particles of aspirin do 
not adhere to the mucosa. In a further series of 12 
patients on whom this preparation has been tried, no 
trace of aspirin or of reaction could be, discovered. 


A.-H. DouTuwalteE. 


PATIENTS’ DAMAGES 


Srr,—There willebe many who will not agree with 
Sir Ernest Rock Carling when he says! that with the 
general purport of the leading article in the Times of 
Oct. 16 ‘‘ medical men will be in agreement.’’ The tenor 
of the article in question was not only an exposition but 
a defence of the present legal attitude on this matter. 
It will be felt that searching analysis of the legal incon- 
sistencies would have contributed more to a solution ; 
for when it is stated that ‘‘ the law has not changed ” 
and then again that ‘the Court of Appeal has altered 
the law” it reads either as a contradiction or a clear 
admission that the law can mean very different things to 
different people. The various instances quoted to demon- 
strate the change in legal attitude certainly give the 
impression that the judiciary is attempting to make the 
best of a bad job, and in this light hardly seem to justify 
the naive conclusion that “the different view taken 
from 1909 to 1951 is therefore seen as an aberration, 
now corrected.”’ 


1. Douthwaite, A. H. ‘Brit. “med. J. 1938, 4 1143. 

2. Douthwaite, A. H., Lintott, G. A. M. Lancet, 1938, ii, 1222. 
3. Paul, W. J. Iowa St. med. Soc. 1943, 33, 155, 

4. Times, Oct. 19, 1954, p. 9. 


London, W.1. 
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That a change of attitude to such problems has occurred 
since 1951 is evident and it is the new empiricism which 
is as much a source of anxiety to hospitals and medical 
staff as anything else, The empirical approach will never 
be more adequately demonstrated than in the case of 
undiagnosed and undiagnosable appendicitis, widely 
reported a year or so ago5'—an important case, clearly 
pertinent to an examination of the problem, but one 
which was ignored by the Times. And this identical 
attitude finds expression in the dictum of Mr. Justice 
Stable, which may become an increasingly important 
source of reference, that ‘‘ any treatment ... was an act 
of charity. Now... it is a matter of right.” 

It was always a right: and in law as well as medicine 
it was never anything else, It was as much a right from 
1909 to 1951 as it is in this enlightened age, and whether 
or not it was dispensed by a charitable institution is 
irrelevant. 

The ominous implication in this judgment that the 
“ rights’? of a patient commenced with the advent of 
the National Health Service is a subject which has 
received too little examination and comment in the 
medical press. To accept it, as has apparently been done, 
is to deny the principles which motivated the voluntary- 
hospital service, whose standards and efficiency were 
proved by the very smoothness with which the health 
service was instituted. We surely owe nothing less to 
that system than to confirm these principles, especially 
as it is now at least doubtful whether the same standards 
will be maintained if doctors are subject to the institution 
of hospital rules which may herald the twilight of their 
professional freedom and, at the same time, subject to 
judgments which at best are capricious. 

To most doctors the law at present seems unstable in 
its application to their daily routine, and the astonishing 
facility with which it has reorientated itself to a National 
Health Service suggests that it is too dependent on a 
small number of individual opinions which, however 
wise or however learned, are still as fallible as any human 
judgment. The doctor himself, seeing in the wards, the 
outpatient department, and the post-mortem room how 
his own judgment has had to be altered time and time 
again as a clinical or pathological problem unfolds, 
cannot but look askance at pronouncements which 
differ greatly from the emphasis of yesteryear and which 
may quite clearly change again. 

The most hopeful aspect of the recent controversy is 
the universal recognition that a problem does exist ; 
but pious calls to medical men “ to face their responsi- 
bilities ’’ are unlikely to evoke much enthusiasm. The 
profession was facing its practical responsibilities long 
before the law had begun to bestow its theoretical 
attention, and it will no doubt continue to do so when 
the current interest has abated. The solution is more 
likely to be found in a change in the law itself; and 
the physician and hospital would feel more confident in 
the balanced assessment of a problem, were there the 
right of reference and appeal to a body whose members 
were both legally and medically qualified. 

Roya] South Hants Hospital, 


Southampton. PatTrRIcK FAaRNAN. 


TREATMENT OF PLANTAR WARTS 

Srr,—If Mr. Dalton (Oct. 23) were more of a student 
of human nature, he would realise that plantar and other 
warts are subjected to picking in the vast majority of 
cases, whether the practice is prohibited or not. 

I am open to correction if anybody can produce 
figures on the si bject, but it is my impression that very 
troublesome waits which occur round the finger-nails are 
less common rather than more common on the index 
finger on the right hand. 
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With regard to antisepsis, I am assured that there 
are very few germs which will withstand 10% formalde- 
hyde. Thus, I think it is reasonable to turn an inevitable 
manipulation to therapeutic advantage. 


Workington, Cumberland. R. N. R. GRantT. 


HOSPITAL ADMINISTRATION 


Srr,—The problem of hospital administration, with 
which you dealt in your leader of Oct. 9, appears to 
me to contain matters which hinge essentially on 
considerations of prestige. 

As you point out, the ‘‘ group”’ has been called into 
being in order to ensure the more economical develop- 
ment of medical resources. It might also be said that 
it has been called into being to assure a fairer distribution 
of medical services to the sick public. Many believe 
that this has been a necessary stage in the development 
of our medical services. This development has inevitably 
resulted, however, in an enhanced prestige for lay 
administrators and members of lay committees, as may 
clearly be seen expressed in the location of their 
offices, the altered letter heading of our hospitals’ 
notepaper, the numerous notices to be seen in the 
precincts of our hospitals, and the prominence given 
to lay utterances on hospital matters in the local and, 
occasionally, the national press. The question which 
seems to be implicit in your editorial, but which you do 
not pose, is: “Is this process threatening the organic 
unity of our established hospitals and thereby under- 
mining our former sentiments and loyalties?” If there 
is any evidence that such be the case, then a second 
question arises; ‘‘ What newer and better sentiments 
and improved loyalties are being established in their 
place ?”’ 

That our profession has suffered at least a relative 
loss of prestige would appear to be self-evident. This, 
of course, may or may not be a good thing. But if it 
has resulted, or is likely to result, in a loss of constructive 
initiative and creative effort—as for instance in such 
directions as research, the recruitment of nurses, and 
that personal interest in the training of new entrants to 
our profession—then indeed such utterances as those 
of the dean of the Charing Cross Hospital Medical 
School, reported in the Times of Oct. 9,1 will require most 
prudent thought. 

Under the old régime, a considerable number of young 
men and women were attracted to the medical and 
nursing professions on account of a certain type of 
prestige which was not entirely devoid of moral connota- 
tion. No doubt they were aware of the financial rewards 
which their profession afforded them. If it be maintained 
that this prestige has been diluted, then I suggest 
evidence of such a contention might be found in the 
discrepancy between the waiting-list for nurses entering 
our large teaching hospitals (where medical prestige is 
still paramount) and our ‘‘ grouped ’”’ hospitals (where 
lay prestige, if not paramount, is apparently in the 
ascendant). 

Also it might follow that both the medical and the 
nursing professions would extract less satisfaction from 
the relatively lower prestige value of their calling, and 
possibly by compensation commence to demand greater 
financial rewards—not necessarily of course as indi- 
viduals, but by some form of corporate action, as for 
instance in the shape of trade-unionism. Were this to 
oceur in respect of our nurses, and trade-unionism to 
develop, the nation might find itself having to foot a 
somewhat augmented bill for national health. Whether, 
on balance (should this occur), this development will 
prove to have been worth while only time can show. 


St. Albans. HAROLD PALMER. 





5. See Lancet, 1953, i, 593. 


1. See Lancet, Oct. 16, 1954, p. 821. 
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ASSESSMENT OF RHEUMATOID ARTHRITIS 


Str,—In your issue of Oct. 16 appeared an interesting 
and important paper by Dr. Goulding and his colleagues 
on the clinical investigation of the alleged antagonism of 
corticoids. It is well recognised that the difficulties 
of assessing objectively the clinical progress of a case of 
active rheumatoid arthritis are considerable, although 
for the purpose of trials such as this one it is of the 
utmost importance to achieve the maximum degree of 
accuracy possible. 

Several schemes have been suggested in the past, 
including the one described by our group in 1950 + which 
is still used by us with reasonable success. We were 
therefore considerably surprised, after reading of the 
otherwise very complete initial clinical examination made 
by the Guy’s group and the elaborate chemical and 
pathological follow-up of their series, to see that ‘‘ periodic 
clinical assessment, including regular examination of the 
joints ’’ was left to the physiotherapist, whose methods 
of performing this important part of the trial are not 
stated. 

We feel that for the clinician to shelve the direct 
responsibility for the follow-up assessment might in 
some cases reduce the value of what was, as in this 
case, an otherwise extremely well-planned and important 
clinical trial. 

West London Hospital 


Medical School, 
Hammersmith, W.6. 


INCOMPLETE PITUITARY INSUFFICIENCY 


Srr,—In their article in your issue of Oct. 9 Dr. Wilson 
and his colleagues draw attention to the difficulty of 
diagnosing the milder grades of pituitary insufficiency. 
It would, however, be unfortunate if this difficulty were 
to lead to this diagnosis being made on inadequate 
grounds. It is a wise rule that hypopituitarism should 
rarely be diagnosed unless there is evidence of: (i) 
a cause of pituitary disease ; (ii) loss of sexual function ; 
and (iii) pituitary failure. Their cases 1 and 2, and 
probably 4, might fairly be classed as proven cases by 
the above criteria. Case 3 might be an example of mild 
hypopituitarism, though evidence of a cause is lacking. 

However, their cases 5-8, showing the “cold 
syndrome,” could perhaps best be diagnosed as primary 
hypothyroidism. In none was there a cause of pituitary 
disease, or any findings which could not be attributed 
to hypothyroidism. Indeed, the absence of amenor- 
thea and the normal insulin-tolerance tests would 
suggest this diagnosis. Unless a pituitary lesion is 
sufficiently advanced to cause hypogonadism it is very 
unlikely that there will be recognisable failure of other 
pituitary functions (e.g., adrenotrophic and thyrotrophic). 
Moderately severe failure of water diuresis (Kepler 
test), such as these patients showed, may occur in 
primary myxedema. Unless it can be corrected by 
cortisone (repeating the test 3-4 hours after 50 mg. of 
oral cortisone), it should not be attributed to hypo- 
pituitarism. Furthermore, when the test is repeated 
after thyroid therapy, diuresis may be normal. 

Very low levels of 17-ketosteroid excretion, indis- 
tinguishable from those of panhypopituitarism, are 
common in severe myxedema. Though none of these 
patients had a raised plasma-cholesterol, primary 
hypothyroidism still seems to be the most likely diagnosis. 
Body hair decreases with age and, especially when 
myxedema is added, may go completely. A radio- 
iodine test after adequate stimulation with thyrotrophin 
may be useful in excluding primary myxedema in such 
cases, if a normal uptake is found. 

It is of interest that these patients responded to 
testosterone. However, the effectivesness of this treat- 
ment in primary myxedema has not been sufficiently 


1. Brit. med. J. 1950 ii, 849. 


W.S. C. CopEMAN 
OSWALD SAVAGE, 
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tested for it to be of diagnostic value. In view of the low 
17-ketosteroid excretion such a response might be 
expected. Low voltage and T waves in the electrocardio- 
gram are usually found in such cases, and might be 
corrected by appropriate treatment, whether this be 
thyroxine, cortisone, or testosterone. Such information 
would have been useful in these cases. 

Finally, we would suggest that in patients presenting 
with a ‘cold syndrome”’ and signs of myxedema, 
without evidence of hypopituitarism, it would be wise 
to test the effectiveness of thyroid treatment alone 
before incriminating the anterior pituitary gland or 
starting more elaborate therapy. 


Postgraduate Medical School 
of London, London, W.12. 


The Middlesex Hospital, 
London, W.1. 


RvUSsELL FRASER, 


OLIVER GARROD. 


Sr1r,—In reply to the letter by Dr. Robertson (Oct. 16), 
we should like to state that the normal control range 
for basal metabolic rate, using the Aub and DuBois 
standards, is taken in this laboratory as minus 5% 
to plus 15%. 

L. A. WILSON 
H. W. AvuLD 


Department of Clinical Chemistry, W. Wanre ce 


University of Aberdeen. 


CEREBRAL HEMODYNAMICS 

Sir,—In their article of Oct. 16, Dr. Hughes and his 
colleagues seek to explain, ‘‘ in terms of hydrodynamics,”’ 
the occurrence, in hypertension, of brain lesions in the 
distribution of the basal perforating arteries. This is 
ingenious, but, we feel, unconvincing. We have been 
interested in one aspect of this subject—the flow patterns 
in blood—and we should very much like to know of any 
evidence on which to base such a hypothesis, Doubts 
about the occurrence of spasm, in at least the larger 
cerebral arteries, have been dispelled from the minds of 
those who have seen many cerebral arteriograms, but 
we should be surprised if any support could be obtained 
for the suggestions of Dr. Hughes and his colleagues 
about streamline and turbulent flow. It seems undesir- 
able, therefore, that this explanation should be advanced 
for these small lesions, which may be the result of 
thrombosis, spasm, or a@ combination of these and 
other causes of “cerebral circulatory (or vascular) 
insuffi-ciency.”’ 1? 

We have studied in rabbits the behaviour of flowing blood 
in vivo in cerebral arteries under various conditions,® * and 
we have emphasised the difficulty of observing the nature of 
the flow.5 * As is well known, the factors*determining whether 
the flow of a homogeneous fluid, such as water, is laminar 
(streamlined) or turbulent were described by Reynolds. The 
Reynolds number (Re) is a non-dimensional constant described 
by the formula 

Re = 


where V is the mean velocity of flow, D is the diameter of the 
tube, p is the density of the fluid, and » its viscosity. With 
steady flow of a simple fluid, flow is laminar when Re is less 
than about 2000 and turbulent when it is greater. The 
Reynolds number for the intracranial region of the internal 
carotid artery will almost certainly be less than 1000 even 
at the peak of systolic flow. 

To obtain the turbulence as the authors postulate, additional 
disturbing factors will need to be present. The Venturi effect 
at a sudden expansion of a tube, as they suggest, is possible, 
but anatomical and arteriographic studies show that the 
constriction due to the bony canal is very small, if present 
at all, under normal conditions, Pulsating flow also tends to 
be less stable than a steady flow as shown in veins.® 


1 Med, Clin. N. Amer. 1951, 35, 1457. 

2. Corday, E., et al. Arch. Neurol. Psychiat. 1953, 69, 551, 

3. McDonald, D. A., Potter, J. M. J. Physiol. 1949, 109, 17P. 
4. McDonald, D. A., Potter, J. M. Ibid, 1951, 114, 356. 

5.. Potter, J. M., McDonald, D. A. Nature. Lond. 1950, 166, 596, 
6 DA 

7 

8 


V.Dp 
7 





. Denny-Brown, D. 


. Potter, J. M., McDonald, In Deformation and Flow in 
Biological Systems. Amsterdam, 1952. 

F Reynole O. Phil, Trans. 1883, 174, 935, 

. Helps, E. P. W., McDonald, D. A. J. Physiol. 1954, 124, 631. 
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Work in progress ® indicates that the pulse frequency of 
man would raise the real Reynolds number by only a small 
amount although it may explain the occurrence of transient 
turbulence in the rabbit aorta '° at subcritical Reynolds num- 
bers because the pulse frequency here is about 6 per sec. In 
the opposite sense there are two factors present which will 
tend to stabilise the flow. The first is the fact that the carotid 
bends in this region and laminar flow is more stable in a curved 
than in a straight pipe, Secondly, Coulter and Pappenheimer 


have produced evidence that the red cells in blood stabilise 
the flow—a conclusion not yet universally agreed. The 


assumption that turbulence will occur in this region of the 
carotid has, therefore, little evidence to support it. 7 
Dr. Hughes and his colleagues make the specific 
suggestion that eddies (vortices) may be formed and that 
these will obstruct the orifices of the perforating arteries. 
Vortex formation is not so predictable as true turbulence 
and was observed by Helps and McDonald ° in the thoracic 
vena cava. Vortices did not involve the lamine close to 
the wall of the vein and thus did not interfere with flow 
in branches; furthermore they moved with the same 
velocity as the blood-stream and showed no tendency 
to remain in one place, as the present hypothesis requires. 
The object of this letter is to emphasise that, although 
much is known of the hemodynamics of the circulation, 
a great deal remains to be elucidated before we can 
understand all the intricacies of the cerebral circulation, 
particularly in disease. It would appear fair to say that 
nothing that is known at present supports the suggestion 
that changes in flow pattern can cause focal lesions. 


J. M. Potrer. 
D. A. McDOonaLp. 


Oxford. 
London, E.C.1 


TINEA CAPITIS 


Sir,—We were interested to read the views expressed 
in your annotation of Oct. 16. X-ray epilation is usually 
the quickest method of treatment, but that it involves 
disproportionate risks is not supported by a recent survey 
which we carried out on cases treated by X-ray epilation 
five years earlier. The technique used was that devised 
by Kienbéck #* and Adamson.1* We were unable to find 
any evidence of permanent damage to the scalp or hair 
following this treatment and there had been no recurrence 
of the rmgworm, 

It would appear that, provided children under the 
age of 5 are excluded from this treatment and that it is 
carried out by a fully experienced radiographer, the 
dangers of permanent baldness are very remote. 

We agree that, since the majority of cases of Micro- 
sporum canis infection respond to topical therapy alone 
and since case-to-case spread, if it occurs, is very rare, 
X-ray epilation need be resorted to only in a minority 
of cases. Therefore, exclusion from school appears 
unnecessary. 

In the case of M. audouini infections, with their child- 
to-child spread, X-ray epilation is the treatment of 
choice, rendering the child non-infectious in the shortest 
time. Although Sullivan and Bereston '* reported cures 
in 73-1% of patients so infected treated topically with 
5-chlorosalicylanilide for eight weeks, 13-9% developed 
folliculitis or kerion during treatment presumably 
resulting in some degree of cicatricial alopecia. Such 
local treatment is time-consuming and unless the parents 
are intelligent must be carried out under supervision. 

Fortunately both types of infection are relatively 
uncommon in England at the present time, but should 
further outbreaks of WM. audouini infection occur we hope 
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that cases will be referred early to centres where radical 
treatment with X-ray epilation can be safely carried 
out. Loss of schooling would thereby be minimised. 


N. A. THORNE 


The London Hospital, E.1. R. V. GRANGE. 


MEGALOBLASTIC ANZMIA AND 
ANTICONVULSANT THERAPY 


Sr, We. were interested to read the report by 
Dr. Hawkins and Dr. Meynell (Oct. 9) concerning megalo- 
blastic anemia in a patient receiving phenytoin sodium. 

Earlier this year an epileptic male, aged 32, was referred 
to us by Dr. Denis Williams. The patient had a megalo- 
blastic anemia which proved hard to classify. His hemo- 
globin on admission to hospital was 57% (8-4g. per 100 mi.), 
red cells 2 million per c.mm., P.c.v. 22%, m.c.v. 110 eu., white 
cells 6800 per c.mm., neutrophil polymorphs (many having 
hypersegmented nuclei) 80%, lymphocytes 17%, monocytes 
1%, and eosinophils 2%. There was moderate macrocytosis 
and variation in size and shape of the red cells. Other note- 
worthy features were a normal platelet-count of 236,000 per 
¢c.mm., normal serum-bilirubin of less than 0-5 mg. per 100 ml. 
(two observations), an alkaline phosphatase of 18-5 King- 
Armstrong units, and a positive direct Coombs test. (This 
latter result was kindly confirmed by Dr. Dorothy Parkin 
of the M.R.C, Blood-group Reference Laboratory.) Marrow 
examination showed megaloblastic hyperplasia with associated 
large myelocytes and metamyelocytes, Megakaryocytes were 
seen fairly frequently. 

The serum-vitamin-B,, level (155 uug. per ml.) and a radio- 
active vitamin-B,, absorption test (both these investigations 
were kindly performed by Dr. D. L. Mollin) were both normal ; 
and so were a 9-day fat-balance study and a glucose-tolerance 
test. An ascorbic-acid saturation test performed just before 
discharge from hospital gave a subnormal value. 

Clinically, although the patient had a fissured tongue, there 
was no true glossitis nor was there evidence of peripheral 
neuritis or subacute combined degeneration of the cord. 
He took a mixed diet, was well nourished, and had never 
undergone abdominal operation. There was no history 
of intestinal disturbance suggesting steatorrhcea, nor of liver 
disease. 

During a week of observation in which no sedatives other 
than phenobarbitone and cyclobarbitone were given, blood 
values fell further: Hb 41% (6-1 ¢.), n.p.c. 1-24 million, and 
P.C.V. 18%. No hematological response occurred during the 
week following an intramuscular injection of 100 wg. of vitamin 
B,,. Folic acid (30 mg. daily) was then given with subsequent 
prompt improvement, a reticulocyte response reaching a 
maximum of 25% on the 5th day of such treatment. Over 
a two-week period of folic-acid therapy gains of 18% (2-7 g.) 
Hb and 1-15 million R.B.c. occurred, and the P.c.v. increased 
from 17-5 to 28% in this time. Further striking hemato- 
logical and clinical improvement: subsequently took place 
with maintained folic-acid therapy. 

The patient had suffered from epilepsy since the age of 16. 
When he was 18, treatment with large doses of phenobarbi- 
tone was started and continued for years. Between 1949 and 
February, 1954, he had been taking phenytoin sodium and 
phenobarbitone regularly. In addition, methylphenobarbi- 
tone, methoin (‘ Mesontoin’), compound codeine tablets, 
and amphetamine sulphate had been prescribed at various 
times, Treatment was then changed to primidone (‘ Mysoline ’) 
(0-25 g. t.i.d.) and phenobarbitone (gr. 1 t.i.d.). Two months 
later he was found to have the severe megaloblastic anzmia. 


If one—or a combination—of the several drugs he 
had been given had precipitated megaloblastic ane#mia 
in this patient it would be difficult to know which had 
been responsible. However, in view of the possibilities 
raised by Badenoch! and the case described by 
Dr. Hawkins and Dr. Meynell, one might be led to 
speculate as to the possible relationship of megaloblastic 
anegmia with phenytoin sodium, which our patient had 
been taking for two years but which had been stopped 
two months before anemia was diagnosed. 

Primidone, to our knowledge, has not been proved 
to cause blood disorder, and this preparation, which 
seemed a valuable aid in controlling fits in our case, has 


1, Badenoch, J. Proc. R. Soc, Med. 1954, 47, 426, 
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been continued, together with phenobarbitone, while 
he has been receiving folic-acid therapy. Blood values 
were virtually normal in 6 weeks. The direct Coombs 
test was negative two weeks after folic-acid therapy 
was started. The alkaline-phosphatase level is now 
17 K.-A. units, 


Another epileptic patient, a woman aged 47, in whom 
severe megaloblastic anemia also developed while she was 
taking phenytoin, has more recently been investigated. She, how- 
ever, had histamine-fast achlorhydria and minor neurological 
signs, and showed a prompt hematological response following 
100 pg. of vitamin B,, given intramuscularly. While we feel 
she is more likely to be an example of true addisonian 
(pernicious) anemia occurring in an epileptic receiving drug 
therapy, we are keeping an open mind on this matter and 
further studies of both patients are being made, 


While we would, at present, hesitate to draw any 
conclusions as to the cause of these anemias, the published 
reports and our own observations suggest that careful 
investigation of any anemia developing in patients 
receiving anticonvulsant drugs—perforce before any 
hematinics are given—is necessary so that any connection 
between such therapy and megaloblastic anemia may 
be brought to light. 


St. George’s Hospital 


T _ ’ _ 
Medical Seven, London, J. N. MARSHALL CHALMERS 


K. BoHEIMER. 


MEGALOBLASTIC ANAZZMIA DUE TO PHENYTOIN 
SODIUM 
Srr,—The article by Dr. Hawkins and Dr. Meynell, 


in your issue of Oct. 9, prompts us to record the following 
case. 


In February, 1952, a 19-year-old mentally defective girl 
was admitted to hospital in status epilepticus. She had been 
treated at home with phenobarbitone for years and phenytoin 
sodium (gr. 1'/, b.d.) for threa months. There was no clinical 
evidence of anemia. Her fits were controlled by intramuscular 
injections of soluble phenobarbitone and paraldehyde, and 
phenytoin sodium was increased to gr. 1!/, t.d.s. along with 
phenobarbitone. 

Six months later, whilst still on this treatment, she began 
to have vague abdominal pains and vomiting. She became 
pale and complained of a sore throat. There was no history of 
nutritional deficiency, diarrhea, or dyspepsia. She was 
readmitted to hospital in September, 1952. A severe megalo- 
cytic anemia with megaloblasts in the peripheral blood and a 
megaloblastic bone-marrow were found. 

Laboratory investigations showed: test-meal, HC) 35/25 
after histamine ; serum-bilirubin 0-1 mg., calcium 11-3 mg., 
inorganic phosphorus 4-9 mg., alkaline phosphatase 8-5 K.-a. 


BLOOD PICTURE AND TREATMENT 
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units per 100 ml. ; fat-balance test (one 3-day period only, 
therefore unreliable) 58% absorption with normal split-unsplit 
fat ratio. X-ray examination of the skeleton showed no signs 
of osteoporosis. Vitamin-B,, level in serum was 135 wug. per 
mil. (estimated by courtesy of Dr. Ross). 

The patient received I pint of packed cells the day after 
admission. She gave only a weak reticulocyte response to 10 
daily doses of 100 pg. of ‘ Cytamen’ and the nucleated red 
cells in the peripheral blood remained megaloblastic. There 
was a very good response to 40 mg. of folie acid intramuscu- 
larly daily, the peripheral nucleated red cells becoming 
normoblasts on the third day and the reticulocyte peak 
reaching 27-6% on the sixth day of treatment. The patient 
made a very good recovery. She is still on small maintenance 
doses (5 mg. bi-weekly) of folie acid and continues taking 
phenytoin sodium and phenobarbitone. The main hx#mato- 
logical data are shown in the accompanying table, 


It is possible that the folic-acid deficiency in this case 
was due*’to an interference by phenytoin sodium with the 
folic-acid metabolism as Dr. Hawkins and Dr. Meynell 
suggest. As we were able to have only one 3-day fat- 
balance test, our original conclusion that this was a case 
of steatorrhea might have been erroneous. There were 
no other laboratory findings or clinical symptoms to 
support this diagnosis. At about the same time another 
girl, aged 16, with megaloblastic anemia due to folic- 
acid deficiency came under our observation with no 
detectable cause whatsoever. 

Statistical evidence of a relationship between phenytoin 
sodium and megabloblastic erythropoiesis remains to be 
established. The importance, therefore, of recording all 
similar cases is obvious. A closer study of the erythro- 
poiesis and fat-balance during phenytoin therapy is 
indicated. 

E. G. RIND 
. Varapi. 


RAPPORT WITH THE PATIENT 

Srr,— May I thank Dr. Tredgold (Oct. 9) for his criti- 
cism of my article, even if he does seem a little harsh. 
Surely, ‘“‘ bedside manner’’ is the means by which 
“rapport ’”’ is established. I have no doubt that Dr. 
Tredgold, as any other good physician, forms rapport 
intuitively. My article is merely an attempt to elucidate 
some of the mechanisnts involved in this process. I know 
that Dr. Tredgold cannot make a diagnosis before the 
initial hand-shake, but [ am quite sure that he is aware 
of the degree to which the patient is inhibited, and so 
intuitively makes the appropriate greeting, which is good 
‘** bedside manner,’’ and so helps him establish ‘“‘ rapport.”’ 


City General Hospital, Sheffield. 


Tf 


Melbourne. “AINSLIE MEARES. 


ROAD ACCIDENTS 


Str,—May I join’ the large number of readers who must 
be protesting against a most dangerous misuse of figures 
in your annotation of Oct. 16? 

In 1950, it is stated, 44% of all those killed (on the 
roads) were pedestrians: only 7%, 5%, and 2% were 
killed in motor-cars, goods-transport vehicles, and buses 
respectively. ‘* Thus,’’ it is deduced, ‘‘ those who ride 
inside vehicles are far safer than those who walk... .” 

Far fewer test pilots were killed in 1950 than farmers. 
Are we to deduce that being a test pilot is one of the 
safer occupations in this country ? In this example, at 
least, it should be obvious that fewer test pilots were 
killed because there were fewer of them. It is reasonable 
to assume that the larger number of pedestrians than 
motorists in the country in some way accounts for the 
difference in the number of deaths. 

This is no matter of advanced statistical methodology. 
If we find it difficult to combine common sense with the 
figures we use, then please, may we stick to the common 
sense, and leave the figures alone? Or shall we all buy 
motor-cars to save our lives ? 


University of Durham. D. J, NEWELL. 
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DEATHS DURING ANASTHESIA 


Sir,—I am pleased that you found our article! 
interesting enough to deserve comment in your annotation 
of Sept. 18. You have commented quite frankly on the 
article. May I have the same privilege ? 

You say that ‘‘ the principal criticism of these figures 
concerns the criteria for assigning a death to any of the 
five categories.” What you did not make clear, nor do 
I think you could in limited space, was the fact that 
we have made it quite plain that decision in this field 
is arbitrary, but by the use of examples as guides we 
believe the decisions arrived at are not unreasonable 
ones. For example, we said we would arbitrarily call 
all deaths that occurred during induction of anesthesia, 
before surgery had begun, an anesthesia death. This 
decision was thoroughly discussed with many distin- 
guished surgeons and widely experienced anestlretists in 
this country and they have not considered this unreason- 
able. If one looks only at these relatively clear-cut 
cases, one can find that, in 377,700 cases under general 
anesthesia, death during induction occurred once in 
every 10,800 cases where the muscle relaxants were not 
used, and once in every 2000 cases when they were 
used, more than a fivefold increase. This is the same 
ominous ratio that held in the more complex situations, 
It is also important to emphasise that the designation 
‘ anesthesia death’? was applied in each participating 
hospital where it occurred and not in the central office. 

I am impelled to comment on your statement that 
these figures “‘ may be misleading since the design of 
the investigation, as a means of discovering the actual 
causes of anesthesia deaths, will not bear scrutiny.” 
Perhaps I do not understand what is meant. I can only 
invite your attention to the fact stated in the paper, 
that we were indebted to Frederick Mosteller, professor 
of mathematical statistics in Harvard University, for 
guidance during this work. As I am sure all biostatis- 
ticians will know, Professor Mosteller is one of the most 
competent men in this field. 

I, for one, am at a loss to know how, short of very 
extensive record-keeping, carried out at the time accidents 
oceur and where they oceur, one can depend upon ‘* generally 
accepted clinical and pharmacological opinion ’’ when 
clinical use is under scrutiny. Unpleasant as these data 
are, death is still infrequent enough so that any given 
anesthetist might have a thousand or two cases without 
a death attributable to the muscle relaxants. It is 
difficult to see how, in the light of this, one’s own clinical 
impression, since it is such a personal thing, and since 
it is of necessity based upon a limited number of cases, 
can be of dependable help in this situation. 

It is important to distinguish between observed fact 
and opinion. It was observed fact that notwithstanding 
a generally accepted type of artificial respiration (bag 
squeezing) the patients who had received muscle relaxants 
died in circulatory collapse, more often than those who 
had not received muscle relaxants. It is regrettable if 
this is “‘contrary to generally accepted clinical and 
pharmacological opinion.” I do not see quite how it 
‘may mislead many people unacquainted with statistical 
methods.’ I sball match your frankness with equal 
candour; I think just the reverse is more likely to be 
the case. 

I have been rather startled to find some individuals 
who construe our remarks as a total damnation of muscle 
relaxants. They could not have done this had they read 
the paper completely. We make it clear that such is 
not our intent, nor have we abandoned these agents in 
the Massachusetts General Hospital. We think that 
great improvements will be made, not only in the muscle 
relaxants themselves but in understanding their limits 
of usefulness. We believe these agents, or their successors, 
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will have a great future ; but we also believe that this 
hope (which is surely not yet established) is not an 
adequate reason for abandoning teaching of other methods 
of anxsthesia in the training centres. It is quite clear 
that an astonishing number of well-known training 
centres are bringing up a generation of anesthetists 
which is utterly dependent upon the muscle relaxants. 
I have personally observed that this is true not only in 
America but also in Great Britain, Europe, and South 
America. If by some remote chance these agents are 
finally recognised as unacceptable or of very limited use, 
a generation of anesthetists will be in a sorry fix and so 
will the practice of surgery. 

I have read the letter by Dr. Brennan in your issue 
of Sept. 25 and I am obliged to say that he labours 
under a considerable misunderstanding. Perhaps we 
have been less than clear in our presentation, although 
that can hardly account for his misquotation of actual 
figures. 

For reasons that are not clear to me, Dr. Brennan 
seized upon table rv, which was plainly labelled ‘* inhala- 
tion anesthesia: major uses.’ The data of that table 
were not even broken down to show the incidence of 
use of the muscle relaxants. The point of that table 
was to give data on how often the respiration was 
augmented (either ‘‘ controlled’’ or “ assisted ’’) when 
major inhalation techniques were used. A cursory 
examination of the relevant data (table kv) would have 
shown that of the 44,000 cases where the muscle relaxants 
were employed only 6000 involved a major inhalation 
technique ; 38,000 were carried out under thiopental 
(your thiopentone) with nitrous-oxide supplement, 
specifically classified apart from the major inhalation 
techniques. In all 44,000 cases where the muscle relaxants 
were used, of course the respiration was augmented in 
every case to maintain a normal exchange. ‘This is such 
routine practice in this country that it did not then nor 
does it now seem to me to require special emphasis, but, 
since Dr. Brennan has misunderstood, I should like to 
make this clear. We appreciate this opportunity to 
set the record straight. I am sorry that Dr. Brennan 
came to his conclusions on the basis of such imperfectly 
understood and such inaccurately quoted figures. 

One final point: frequent reference is made to this 
or that hospital (in England and America) where the 
proposal is made to examine the store of old records to 
check our data. If these problems could be so easily 
solved I can assure you that we would not have gone 
to a great deal of trouble and expense in order to examine 
fresh cases at the time they occurred, with teams of 
anesthetist and surgeon (each counteracting the bias of 
the other) in each institution. Hospital records grown 
cold are worse than useless for the purposes in question : 
they are misleading. 

We said in our paper we hoped wide discussion would 
be evoked by it and that if this was the case possibly 
time will show this interest and self-examination to be 
the study’s most valuable result. I am grateful to 
The Lancet for lending its widely heard voice to this 
purpose. 

Department of Anesthesia, 
Harvard Medical School and 


Massachusetts General Hospital, 


Sean, HENRY K. BEECHER. 


*.* It seemed to us that Professor Beecher and his 
colleague were suggesting that the use of muscle relaxants 
involved dangers. to the cardiovascular system that 
could not be averted by adequate artificial respiration. 
In many of the deaths in Professor Beecher’s inquiry 
the relaxants were administered by anesthetists with a 
large experience of their use, so he concluded that it was 
the drug that mattered, not the way in which it was used. 
Yet, in his table of the primary causes of the 118 ‘‘ curare ”’ 
deaths, ‘‘ respiratory failure (hypoxia)”’’ accounts for 
74 (63%), while in another table only 12 (10%) of the 
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relaxant deaths are attributed to gross errors in 
anzsthetic management. 

The survey was based on facts recorded at the time 
of the incident by those concerned, and assessed soon after 
by a surgeon and anesthetist in the particular hospital. 
Many people in this country will wonder whether these 
facts, which in part must be the clinical opinions of 
those most closely concerned, do in fact exclude the 
possibility that artificial respiration was inadequate, 
particularly when it was of the assisted type.—Ep. L. 


(EDEMA AND BELL’S PALSY 


Sitr,—The syndrome recorded by Dr. Muir in his 
letter of Oct. 16 was first described by Melkersson, of 
Gothenburg.! American experiences have been published 
by New and Kirch.? A review, with summary in English, 
was published by Ekbom and Wahlstrém * in 1942. 


Centrallasarettet, 


Orebro, Sweden. GusTAF MYHRMAN. 


RUSSIA REVISITED 

Srr,—In his very amiable account of our visit to the 
Soviet Union 4 Dr. Fox quotes the expectation of life 
at birth in that country as about 50 years. Since this 
is an important measure of social and medical efficiency, 
and since I was the source of the figure, it might be 
desirable if I gave my authority for it. 

In his book published in 1952 by the State Medical 
Publishing House, Luk’yanov® wrote: ‘In Tsarist 
Russia the mean expectation of life stood at 30-33 years. 
In the U.S.S.R. at the present time [v nastoyashchye’e 
vremya] it is approaching 50 years.’ Nagornyi ® gave the 
over-all figure (possibly in this context for the R.S.F.S.R. 
only) as 41-43 for males and 46-79 for females in 1926-27. 
He continues: ‘We have no data for the All-Union 
Census of 1939, but there is no doubt that the expectation 
of life for 1939 was still higher.’’ I understand that no 
further All-Union Census figures have been published 
since 1939, and it therefore seems possible that the 
figure given by Luk’yanov is either the 1939 figure, or 
an estimate based on subsequent partial information. 
If any medical statistician has more precise information 
on this point it would be most interesting to have it, 
since both the books I have quoted are of a general and 
semi-popular kind. 

Apart from the traditional unwillingness of Soviet 
authorities to issue precise actuarial statistics, it is 
likely that the effects of war, and the geographical size 
of the Soviet Union, make the collection and assessment 
of actuarial data very difficult. In view of the general 
picture of society and medicine which we obtained from 
our visit, I would have been inclined to guess that 


| Luk’yanov’s figure was rather low. The Russians appear 


unduly sensitive in their published works on medical 
statistics to comparisons between the vital statistics of 
modern non-Communist countries and their own, even 
though we might ourselves be less inclined to such 
comparisons if we were obliged to average the actuarial 
data for all the territories in which we are the responsible 
health authority. 

I hope that the very real friendships and the normality 
of relations established during our visit may help to 
pave the way to an end of all invidious comparisons and 
a full exchange of assistance in promoting longer life 
and better health figures in all countries—I think that 
we took a useful step in that direction. 

Loughton, Essex. ALEX COMFORT. 
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MARFAN’S SYNDROME 

Srr,—The article by Dr. Whittaker and Dr. Sheehan 
in your issue of Oct. 16 is a valuable contribution to 
the study of Marfan’s syndrome. The occurrence of 
dissecting aortic aneurysm in father and son is of great 
interest. This disease has also occurred in mother and 
son,* suggesting the possibility of a hereditary pre- 
disposition, and I have heard of it in two brothers. 

The pathology of dissecting aneurysm is far from 
clear, and the term “‘ medionecrosis’’ covers a variety 
of changes whose interrelations and' relative importance 
are unknown. My hunch is that dissecting aneurysm is 
one among many possible manifestations of a general 
disease of intercellular tissues ; in this connection it is 
noteworthy that half the cases of dissecting aneurysm in 
females occur in association with pregnancy,? a condition 
in which connective tissues are softened. If later work 
confirmed this view, it might help to unify the pathology 
of Marfan’s syhdrome with all its apparently unrelated 
anomalies. When studying our own cases of dissecting 
aneurysm, we did not look for other signs of Marfan’s 
syndrome, and have not been able to reopen our inquiry. 

In future work it is clearly desirable to ask about 
dissecting aneurysm whenever a case of Marfan’s syn- 
drome is observed ; and when we see a case of dissecting 
aneurysm, we should always inquire about other cases of 
this disease in the family, and also about the other 
signs of Marfan’s syndrome. The-lines of inquiry needed 
are obvious from the excellent article of Dr. Whittaker 
and Dr. Sheehan. 


Department of Pathology, 


University of Manchester. RAYMOND WHITEHEAD. 





Parliament 





QUESTION TIME 
Dangers of Children’s Comics 


Replying to questions on the demoralising effects on children 
of imported American comics, Major GwitymM LLoyp GEORGE, 
Home Secretary, said he thought that a definition of the 
word ** obscenity ’’ which would bring the comics within the 
compass of the law was net easy. Nor was it easy to differen- 
tiate between what was objectionable and what was not. 
While he agreed that some of these publications were certainly 
better not. read by children in this country, others were quite 
unobjectionable, but he was looking into the matter very 
carefully and would do all he could, He would receive a 
deputation on the subject shortly from the Archbishop of 
Canterbury as chairman of the Church of England Council 
for Education, There was no doubt that some action was 
necessary. 

Myxomatosis 


Replying to questions, Mr. Heatucoat Amory, the Minister 
of Agriculture, said that myxomatosis was now present in all 
counties of England and Wales, and in 28 counties in Scotland. 
He had read reports about the deliberate spreading of this 
disease, but he had no direct evidence of this having been 
done. The Myxomatosis Advisory Committee considered at 
their meeting on Oct. 20 whether legislation should be intro- 
duced to make the wilful spreading of myxomatosis a punish- 
able offence. While reaffirming their view that no attempt 
should be made to assist the spread of myxomatosis, or to 
introduce it into unaffected areas of the country, the com- 
mittee unanimously recommended that, having regard to the 
course the disease had taken and might be expected to take in 
the future, no good purpose would be achieved at present by 
making it an offence for any person to take steps to spread the 
disease. 

Education of Physically Handicapped Children 


Replying to a question, Sir Davip Ecc es, Minister of Educa- 
tion, said there were no grammar schools for physically handi- 
capped children. A survey recently made by one of the 





1. Griffiths, G. J., Hayhurst, A. P., Whitehead, R. Brit. Heart J. 
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medical officers of the ministry in coéperation with Her 
Majesty’s inspectors showed that many of these children were 
successfully placed in ordinary grammar schools, but that 
special residential provision might be needed for some of the 
more seriously handicapped. He would consider, in the light 
of the inquiries he was making of all education authorities, 
whether the total requirement would justify this. 


Cancer Registration 


Mr. N. N. Dopps asked the Minister of Health what was the 
result of his request to hospitals to make greater efforts to achieve 
the registration of all cases of cancer.—Mr. [Ain MacLEoD 
replied: The results have been generally encouraging, and I 
am satisfied that boards are doing their best. Progress depends 
largely on the coéperation of medical staffs, and also of general 
practitioners and medical officers of health for non-hospital 
cases, and boards are attempting to secure this. A number of 
hospitals have agreed to take part for the first time. Three 
more hospital regions have decided to set up central registra- 
tion bureaux in order to collect records from all hospitals in 
the region and to stimulate hospitals to improve the standard 
of record-keeping. 


Penalties on Scottish Doctors 


In answer to a question Mr. James Stuart, Secretary of 
State for Scotland, said that since July, 1948, 2 doctors 
in Scotland had been excluded from practice in the National 
Health Service. Sums of money had been withheld from 
remuneration on 44 occasions involving 43 doctors for 
breaches of their terms of service. Full publicity was 
given to cases involving exclusion from practice, but it would 
not as a rule be fair to the practitioner or in the public interest 
to publish names in other cases. 


Scottish Doctors’ Surgeries 


Replying to a question Mr. Stuart said that he had received 
one complaint of unsatisfactory conditions in doctors’ 
surgeries, The representatives of the medical profession were 
themselves anxious to ensure high standards in accommodation 
and he was discussing with them arrangements for a general 
survey of consulting-rooms so that improvement might be 
made where necessary. 


Remuneration of Dental Surgeons 


Mr. S. T. Swryeier asked the Minister of Health how 
many dental surgeons were at present employed by hospital 
boards ; to what extent their rates of remuneration had been 
increased since the introduction of the National Health 
Service ; and why they were excluded from the regulation 
granting increased rates of remuneration to members of 
hospital medical staffs as from April 1, 1954.—Mr,. MacLEop 
replied: Approximately 600 dental consultants, senior 
hospital dental officers, and dental registrars and house- 
officers are employed, either whole-time or part-time, by 
hospital boards in England and Wales. The changes recently 
made in the 1948 salary-rates of hospital medical staff followed 
an agreement reached on the Medical Whitley Council and 
did not apply to dental officers. However, after consideration 
on merits of a claim submitted later by the British Dental 
Association I have approved of the same changes being made 
from April 1, 1954, in the 1948 salary-rates of the analogous 
dental grades. 


Tuberculosis among National Service Recruits 


Replying to Mr. Somervitte Hastines, Mr. H. A. 


WATKINSON, parliamentary secretary to the Ministry of 


National Service, said that of the men medically examined for 
National Service in 1952 71% and in 1953 78% were examined 
by mass radiography. For the first three-quarters of 1954 
the percentage had gone up to just over 80, and he hoped 
to get it up higher still. 

Replying to Mr. Hastines, Mr. Haro~p MAcMILLAN, 
Minister of Defence, said that in 1952 and 1953 about 1 
recruit in 1000 was found to have developed tuberculosis 
of the lung during National Service in the Armed Forces. 


Boric Acid in Baby Powders 
Replying to a question Mr. MAcLEop said that he thought 
that ample publicity had already been given to the investiga- 
tions of his department into the use of boric acid in talcum 
and baby powders, and he did not consider that further 
action by him was called for at present. The position would 
be kept under review. 
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ALEXANDER JOHNSTON SLESSOR 
M.V.O., M.B. Aberd., F.R.C.S., F.R.C.S.E. 


Mr. A. J. Slessor, surgeon to the Western General 
Hospital in Edinburgh, died on Oct. 19, at the age of 42. 

The son of the late Dr. T. S. Slessor of Inverness, he 
was educated at Aberdeen Grammar School and at the 
University of Aberdeen, where he graduated M.B. with 
honours in 1935. After holding various house-appoint- 
ments at Aberdeen Royal Infirmary, he gained the 
F.R.C.S.E. in 1938 and then spent a year in America and 
Canada, visiting the Mayo Clinic and other surgical clinics 
with an A. W. Garden fellowship awarded by Aberdeen 
University. On his return to this country he was 
appointed acting medical 
superintendent and assistant 
surgeon at the Western Gen- 
eral Hospital in Edinburgh. 
In 1941 he took the English 
surgical fellowship. 

During the early years 
of the late war, in addition 
to his appointment at the 
Western General Hospital, 
Mr. Slessor was closely asso- 
ciated with Professor Lear- 
month in work in the E.M.S. 
peripheral nerve and _ peri- 
pheral vascular injuries unit 
at Gogarburn. The experi- 
ence he gained there proved 
valuable waen he joined the 
R.A.M.C. in 1943 as major 
and later became lieut.- 
colonel in charge of a peripheral nerve injuries unit in 
South Africa and India. 

After demobilisation he returned to Edinburgh to 
work in the university department of surgery and as 
clinical tutor in the professorial unit in the Royal 
Infirmary. In 1948 he was appointed assistant surgeon 
at the Western General Hospital. For about four years 
he was also visiting consultant surgeon to the Royal © | 
Edinburgh Hospital for Mental and Nervous Disorders 
and to the City Infectious Diseases Hospital. He was 
an examiner for the fellowship in the Royal College of 
Surgeons of Edinburgh. 

In 1949, when the late King George VI was suffering 
from vascular disease of the leg, Mr. Slessor was one of 
the surgeons in attendance, and he acted as assistant 
surgeon to Sir James Learmonth when the King under- 
went the operation of lumbar sympathectomy. In recog- 
nition of these services he was appointed a member of 
the Victorian Order in 1949. 


A. G. R. L. writes: ‘‘ Sandy Slessor had an unusual 
measure of surgical knowledge, judgment, and skill; but 
more than that he had the gentle, unassertive kindliness 
of a man big in physique, in mind, and in heart. There 
was no facile brilliance about him, but a stolid sensible - 
dependability that impressed alike his patients, his 
students, and, not least, his medical colleagues: His 
quiet imperturbability often masked the activity of his 
mind, and the full measure of his wisdom was sometimes 
not apparent except to those’ who knew him best. In 
medical conference he was a man of few words and his 
opinion was seldom given unless it was asked—unfor- 
tunately, because it was always worth having; and on 
the rare occasions when an opinion burst spontaneously 
through his modest reserve it was usually the last word. 
In his practice as a doctor and a surgeon Sandy was 
just as quiet, but confident and courageous. His kindly 
and gentle manner commanded the trust of his patients, 
a trust that was never misplaced, for his surgical skill 
was of the same order—the very way he did the difficult 
things made his work seem safe rather than brilliant. 

‘“ All this may seem to depict a serious-minded man, 
but Sandy never took himself too seriously. There was 
no noisy joviality, but his sense of humour was always 
near the surface, with a twinkle in his eye or a pawky 
but kindly comment. He enjoyed life to the full in a 
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generous and unselfish way, and seemed to continue to 
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THE LANC = 
enjoy it in the same way after he and his friends bilan 
of his illness. There were still jobs to be done and he 
did them, to the tery end, placidly and without a com- 
plaint about the burden he had to bear.” 

‘ Of the under graduates 7 it has been my privilege 
to teach,”’ writes J J. Slessor, taken all-in-all, 
was the best. He had intellectual powers of a high order, 
which he used with steady and discerning application ; 
he was an adniirable influence in his class, and he was an 
excellent forward. When he became my house-surgeon 
in Aberdeen he showed almost at once the beginnings of 
that remarkably sane and reliable clinical judgment 
which was to impress his colleagues throughout his life, 
and which was noted by his American mentors during 
his postgraduate study at the Mayo Clinic. During the 
war his work on the surgery of peripheral nerves, both at 
home and in the field, was characterised by the same 
rapid appraisal of issues, clear judgment, and choice of 
simple and effective methods of treatment. When, after, 
the war, he returned to general surgery in Edinburgh 
those qualities secured for him the regard and the trust 
of his senior colleagues. He inspired unbounded con- 
fidence in his patients whether of high or low degree, 
and one became accustomed to the resolving of difficult 
situations with his arrival; slow-moving, sparing of 
words, and clearly so completely competent and decisive. 

More than once he has given me professional assistance 
and support, the more effective and invaluable because 
it was so completely loyal and unobtrusive. He bore his 
illness uncomplainingly, even when it began to limit the 
work he loved so well; and in this fortitude he was 
sustained by the happiness of his home life. Had he 
been spared, he would have put surgery much in his 
debt : as it is, I mourn the passing of a gallant colleague 
and good friend.”’ 

In 1940 Mr. Slessor married Dr. Phyllis Davidson. 
He leaves her with a son and two daughters. 


DONALD McINTYRE 
M.B.E., M.D. Glasg., F.R.C.0.G., F.R.C.S.E., F.R.F.P.S. 


Dr. McIntyre, senior consulting siiieaathisli since 
1936 to the Royal Samaritan Hospital for Women, 
Glasgow, died on Oct. 20 at the age of 63. 

He was born at Greenock, the son of Mr. Donald 
McIntyre, and he studied medicine at Glasgow University 
where he graduated M.B. with special commendation in 
1914. For the next four years he served with the R.A.M.C., 
mostly in East Africa and the Dardanelles, and for his 
work he was appointed M.B.E. and mentioned in 
despatches. 

On his return to civilian life he decided to specialise 
in obstetrics and gynecology, and he took his licence 
in midwifery at Dublin in 1919 before he was appointed 
sagan to the Royal Samaritan Hospital in 1920. 

he same year he took the F.R.c.s.E., and the following 
year he became F.R.F.P.S. In 1923 he was appointed 
assistant surgeon to the Royal Samaritan Hospital and 
four years later he was made surgeon in charge of beds. 
He also joined the staff of the Royal Maternity and 
Women’s Hospital and acted as consulting obstetric 
surgeon to the county of Renfrew. In 1926 he took his 
M.D. with honours and was awarded the Bellahouston 
medal for his thesis. He also received the Struthers 
medal and prize of Glasgow University. 

In the University of Glasgow he held the appointment 
of Royal Samaritan lecturer in gynecology, and he 
examined in his specialty for his own university and for 
the University of Edinburgh, the Royal College of 
Surgeons of Edinburgh, and the Royal Faculty of 
Physicians and Surgeons of Glasgow. In 1931 he became 
one of the foundation members of the new College of 
Obstetricians and Gynecologists and the following year 
he was elected to the fellowship. He was part author 
of Operative Obstetrics (1937) and of Combined Textbook 
of Obstetrics and Gynecology (1950). Since 1948 he had 
sat on the board of management of the Glasgow Maternity 
and Women’s Hospitals group. 

Dr. McIntyre married in 1922 Miss Jean Menzies, who 
survives him with their son. 


Donald McIntyre will be sorely missed, not only by 
thousands of his former patients, but also by his pro- 
fessional colleagues. He served on numerous governing 





APPOINTMENTS 


[ocr, 30, 1954 925 
bodies, where his wise counsel was much ienieiaiall: 
As a teacher, operator, and research-worker, he was 
first-class. A warm and generous host, he loved enter- 
taining, revealing a charming and stimulating personality. 
In his younger days he enjoyed golf, but during his latter 
years he turned for recreation to yachting and lobster- 
fishing. One of his great joys was a trip to Murrayfield 
to watch an international rugby match, which he rarely 
missed. In his illness his fortitude was beyond praise. 


A. 8. 


Dr. McIntyre’s great sense of duty, his attention to 
detail, and his superb operative skill were an inspiration 
and example to those who worked with him. During 
working hours he was always serious and sometimes even 
stern, but to meet him socially revealed another side to 
his character. His love of life and sense of fun added 
gaiety to any party. To his recreations he gave the same 
wholehearted enthusiasm. Indeed to all he did he gave 
all he had. 

Ww. Cc. 

Those of us who had the good fortune of training 
under Donald McIntyre cannot let his death pass without 
recording our tribute to a great teacher. That he 
achieved his ends as a teacher mainly by example, is a 
measure of his own devotion to his work, his attention 
to detail and his clear thinking. We will long remember 
him for his loyalty to his profession and to himself. 

R. J. W. 


During the forty years I knew Dr. Donald McIntyre 
I had ample opportunity of appreciating his sterling 
qualities. He was a man of high intellectual attain- 
ments, who had an extensive knowledge of gynecological 
literature, operative dexterity, and sound judgment. 
These qualities brought hini many friends and patients. 
As a sportsman he was delightful, a good shot, a keen 
fisherman and a steady golfer. He knew how to play a 
salmon and it was a pleasure to watch him wield a rod. 
His ability to speak Gelic smoothed away any difficulties 
that arose with the ghillies on these fishing occasions. 
Rain, frost, sleet, fish not taking, birds not rising did 
not disturb his equanimity. He took everything as it 
came, and when I saw him two days before his death 
I found the same serenity. 


Ww. L. 
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COCHRANE, W. A., M.D.: asst. medical registrar, The Hospital for 
Sick Children, London. 

CoMPsTON, N. D., M.p. Lond., M.R.C.P. : 
Royal Free Hospital, London. 
——— ALE en M.B. Aberd. : 

Warrington, Lancs. 
GREENLEES, HELEN W. 


part-time asst. physician, 


asst. M.O.H. and school M.o., 


M.B. Glasg., D.P.H.: asst. M.O.H., school 
health service, Dundee. 
MAIN, JOAN C., M.B. St. And., D.A., D.P.H.: asst. M.O.H., maternity 


and child welfare gervice Dundee. 
MatTruews, J. S., M.D. Belf., D.M.R.D.: whole-time consultant 
radiologist, Coleraine and Portrush and North Antrim H.M.c 8. 
VAN Mrert, P. J. M., M.CH.N.U.1., F.R.C.S., F.R.C.S.1., D.M.R.T. 
asst. radiotherapist as deputy to the head of the de partment, 
Royal Victoria Infirmary, Newcastle upon Tyne. 


Colonial Medical Service: 
BANNERMAN, E. W. Q., M.B. Edin. : 
Biaauw, K. H., M.D. Breslau ; 
Bruce-Cuwatr, L. J 

Nigeria. 
CALDWELL, J. McC., 
Cookson, O. L. C., 
Corcos, M. 


senior M.O., 
D.D.M.8., 
, M.D. Warsaw : 


Gold Coast. 
North Borneo. 
senior specialist (malaria) 


M.B. Dubl. : 
M.B. Lond. : 
G., M.R.C.8. ; 


A.D.M.S., Uganda, 
; senior M.O., Northern Rhodesia. 
medical superintendent, Chacachacare 


Leprosarium, Trinidad. 

Cummins, G. T. M., M.B. Aberd., M.R.C.0.G.: M.O. (grade B), 
(Institutions), Trinidad. 

EDINGTON, G. M., M.D. Glasg., D.c.P.: specialist pathologist, 


Gold Coast. 
Hesse, N. Q., M.B. Durh. : 


senior M.O., 
Hugues, M. H., 


Gold Coast. 


M.A., D.M. Oxfd: specialist pathologist, Gold 
Coast. 
KENYON, W. L. R., M.B. Manc., M.R.C.P.: M.O., Kenya. 
LEITCH, NEIL, B.M. Oxfd, D.P.H.: asst. inspector-general of 


medical services, Nigeria. 
RaMAN, A. C. D. A., M.R.C.S.: M.O., Mauritius. 
RoBerts, A. B., M.R.C.8.: M.O., Tanganyika. 
TAUBE, E., M.B., M.R.C.P.: senior m.o., Northern Rhodesia. 
Warp, B. A., M.B. Lond., F.R.C.8.: ophthalmologist, medical 
department, Lt 
WILiraMs, F. M. V 
British Guiana. 
Wone Suiv LEunNG, A. Y., M.B.: 


, M.B. Lond.: physician, medica] department, 


M.O., Mauritius. 
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Notes and News 


ECONOMY IN PRESCRIBING 

Tue Joint Committee on Prescribing, set up in 1949 under 
the chairmanship of Sir Henry Cohen to consider the prescrib- 
ing of proprietary preparations under the National Health 
Service, completed its task last year. In a final report, now 
published,! the committee remarks that it has graded some 
5000 preparations into one of six categories,? and goes on : 
‘it should now be possible for a small representative com- 
mittee, with power to consult, to continue the work and to 
meet as often as is necessary to prevent unreasonable delay 
in dealing with preparations submitted for classification.” 
In accordance with this recommendation the two Central 
Health Services Councils appointed last August a Standing 
Joint Committee on Classification of Proprietary Preparations, 
under the chairmanship of Sir Henry Cohen. 

To correct any misapprehensions, the joint committee 
explains that: (1) the classification of a preparation does not 
imply that the committee necessarily concurred fully with 
the manufacturer's claim for its therapeutic value; (2) 
where necessary the committee sought advice from acknow- 
ledged experts ; (3) classification of a preparation in category 
5 does not imply that the preparation has been proved to have 
no therapeutic value (a preparation can be reviewed at any 
time if further evidence of its therapeutic value is submitted) ; 
(4) no preparation has been placed in category 5 solely on the 
ground that it has toxic effects. 


TREASURY CONTROL 


In the opening sessional address of the faculty of medicine 
of Sheffield University on Oct. 12, Sir Lionel Whitby called 
on the Treasury for a more realistic approach to the National 
Health Service. One of the real requirements of the service, 
and one which perhaps an enlightened Minister might one 
day realise, was, he said, that the iron grip of the Treasury 
on details of expenditure should be relaxed. For centuries 
the hospitals had been administered efficiently, unobtrusively, 
and honestly by governing bodies composed of busy people 
with public spirit. No-one questioned the wisdom or integrity 
of their decisions on the expenditure of vast sums of money 
voluntarily subscribed. Could not they or their successors 
be entrusted with a block sym of money from the Treasury, 
without having to account for every detail ? Could not, 
in fact, the practice and the expansion of medicine be handed 
back to those who most understood it and who knew local 
conditions, giving them a free hand to use such money as 
was available in the manner they thought best ? If such a 
principle were conceded, as had been done with the Medical 
Research Council, the progress of medicine would continue 
to be rapid. 


MIDWIVES AND THEIR TRAINING 


THE quantitative relation of a part to the whole was 
authoritatively described by Euclid some centuries ago. The 
qualitative aspects of the relationship, though often dis- 
cussed, are less clear cut, and they are raised again in the 
Central Midwives Board’s report for 1953-54.* The board 
points out that the content of the training offered to midwives 
must depend on the whole maternity service, the National 
Health Service itself, and the population trends of the future, 
In its evidence to the Guillebaud Committee, which is printed 
as an appendix to the report, the board admitted that the 
growing preponderance of institutional over domiciliary 
confinements was already disturbing the pattern of training 
by simultaneously increasing the difficulty of providing enough 
domiciliary experience for second-period pupil midwives and 
the demand for first-period pupils to staff the hospital 
maternity beds. The board supports the view that hospital 
beds should be provided for confinements only on medical or 
social grounds, It points to the increase in women in the age- 
group 18-30 which may be expected about 1961 as a further 
reason for maintaining a well-organised domiciliary service 
even though it may “ appear to be under-employed in the 
next year or two.” 





1. Central Health Services Council and Scottish Health Services 
Council: Report of the Joint Committee on Prescribing. 
H.M. Stationery Office. Pp. 6. 4d. 

2. Second Interim Report of the Joint Committee on Prescribing. 
H.M. Stationery Office, 1950. See Lancet, 1950, ii, 66. 

3. Obtainable from the board, 73, Great Peter Street, London, 
S.W.1. Pp. 19. 
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Turning to the present, the board reports that the number of 
midwives enrolled on March 31, 1954, was 56,807, of whom 
17,513 notified their intention to practice. During 1953-54, 
4637 pupil midwives entered first-period training-schools and 
2795 entered second-period schools. Wastage, which was 
almost entirely among the first-period pupils, averaged about 
5-5% of registrations. 


SCOTTISH HOSPITAL ENDOWMENTS RESEARCH 
TRUST 


Tus trust, which is expected to have charge of some 
£3 million of endowments and to have an annual income of 
£100,000, is now prepared to receive applications for research 
grants from doctors or groups of doctors working in the 
National Health Service and from members of the staffs of 
the medical faculties in the universities. Sir John Erskine, the 
chairman, in inviting applications, has emphasised that the 
trust does not seek to take. over responsibility for financing 
research which already lies with other bodies. It assumes 
that the existing Exchequer sources for medical research— 
the Medical Research Council, the universities, and the 
Department of Health for Scotland—will continue. It under- 
stands that the endowments left with boards of management 
can be used for research in their own hospitals, and it hopes 
that boards will finance the smaller projects and perhaps those 
projects which are on the borderline between clinical research 
and clinical treatment. By so doing they would leave the 
trust free to finance major projects. Sir Edward Appleton, 
F.R.S., chairman of the trust’s advisory committee, has 
expressed a hope that the trust will be able to sponsor a few 
major centres of research directed to specific problems chosen 
for their basic importance and urgency. 

Forms of application can be had from the secretary to the 
trust, W. & J. Burness, w.s., 12, Hope Street, Edinburgh, 2 


SMOKING AND LUNG CANCER 

Tue American Public Health Association has adopted a 
resolution urging people to stop smoking cigarettes in order 
to reduce the incidence of lung cancer.1 At a panel discussion 
between six public-health specialists on Oct. 11, the panel 
agreed that ‘‘ the evidence is in favour of the conclusion 
that a major factor in the cause of lung cancer is smoking,” 
and that, while there may be other causes, smoking “ is the 
most important single one.’” The panel included Dr. E. C. 
Hammond, statistical director of the American Cancer 
Society’s investigation into American smoking habits and 
their influence on lung cancer. The resolution was criticised 
by Dr. C. C. Little, scientific director of the American Tobacco 
Industry Research Committee, who said that no convincing 
clinical or experimental evidence has yet been brought 
forward that cigarette-smoking was the positive cause of 
lung cancer. Dr. Little emphasised the possibility that 
excessive cigarette-smoking and the tendency to cancer were 
both expressions of some fundamental constitutional or 
hormonal cause, 


HYPNOTHERAPY 


A MEETING of the Hypnotherapy Group was held in London 
on Oct. 20. Dr. William Moodie surveyed the place of hypno- 
therapy in medicine, and contrasted the attitude of the pro- 
fession today with that prevailing in his own student days. 
He emphasised the need for more research into the psycho- 
dynamics of the hypnotic state. Dr. D, Stafford-Clark 
described his experience of hypnosis in psychiatry, and said 
that we were still largely ignorant of the fundamental psycho- 
logical changes in the hypnotic state. Dr. George Newbold 
said that hypnotherapy was of considerable value in the 
practice of obstetrics—not only as the ideal analgesic during 
labour but also in the disorders of pregnancy. Dr. Gordon 
Ambrose spoke of the efficacy of the hypnotic approach as a 
means of relieving tension and anxiety in children, and 
suggested that the pediatrician should have this therapeutic 
weapon at his disposal. Dr. Kathryn Cohen described the 
treatment of dermatological cases in which hypnotic suggestion 
was successfully used either alone or combined with other 
methods, Mr, Eric Wookey spoke of the contribution which 
hypnotherapy could make towards easier dentistry, as an 
anesthetic and by helping to eliminate the traditional fear 
of the dentist. 

In the subsequent discussion Dr. E. A. Bennet raised the 
question of what special training should be taken by the 
doctor intending to practise medical hypnotism. Dr. Doris 





1. New York Times, Oct. 12, 1954. 
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Odlum said that in her opinion hypnosis was not beneficial in 
every case, but seemed to have great value in the release of 
tension. She wondered whether anxiety states were more 
easily treated by hypnosis than was hysteria. Mr. C. M. Gwillim 
stated that, so far as midwifery was concerned, the hypnotist 
should, in his view, be primarily an obstetrician. Dr. M. P. 
Leahy, from his own experience of more than fifty years in 
the practise of suggestion and hypnosis, illustrated its effec- 
tiveness in surgery and dentistry as an anesthetic and as a 
means of reducing blood-loss during operation. 

The principal speakers were constituted as a committee to 
act for the time being on behalf of the group. Dr. Ambrose 
was elected secretary. 


POLIOMYELITIS VACCINE 


In the United States the Nat‘onal Foundation for Infantile 
Paralysis has contracted to buy enough poliomyelitis vaccine 
to immunise 9 million children and pregnant women next 
year.! The vaccine is that evolved by Salk and his colleagues 
in Pittsburg and used in this year’s trials. Mr. Basil O’Connor, 
the president of the foundation, has declared that “ the 
foundation is taking a calculated risk in purchasing vaccine 
before it has been found effective.” This quantity of vaccine 
will cost about $9 million. The purchase will enable pharma- 
ceutical manufacturers “to retain specialised personnel and 
facilities and thus be prepared to produce promptly a 
substantial quantity of vaccine to be available through 
usual commercial channels.’’ Preliminary results of the 
present trial of Salk vaccine are not expected until next March. 


APPROVED NAMES FOR DRUGS 


Tue British Pharmacopwia Commission has issued the 
following new supplementary list of approved names : 
Approved name Other names 
Chilormerodrin 3-Chloromercuri-2-methoxypropylurea. 
Mercloran ; Neohydrin. 


Hydroxyamphetamine 2- Paredrin 1-p- hydroxyphenylpropane. 
len nt 0 egmmameaed oa “Diamidino- 2-hydroxystilbene. 
Levallorphan. . (): 5. wwe to Wy eliyimogphinan. 
Melarsoprol .. .. 2-p-(4 Diamino-s-triazin-2- Yamino) 
phenyl-4-hydroxymethyl-1 : 3 : 2-dith 
arsoline. 
Methallencestril 3-(6- -Methoxy-2-n -2- naphthy))- 2 2-dimethy]- 
mn 
Vallestril. 
Tricyclamol Chloride (+)-1-(3-cycloHexy1l-3-hyrodxy-3-phenyl- 
propyl)-l-methylpyrrolidinium chloride. 
Elorine chloride ; Lergine. 
Tyrothricin An_ antibiotic produced ‘by a strain of 
Bacillus brevis 
Viomycin An antibiotic produced by certain strains 


of Streptomyces puniceus. 
Viocin. 


University of Oxford 
On Oct. 14 the following degrees were conferred : 
D.M.—R., M. Acheson. 
B.M.—J. A. Benbow, Ian Gregg, S. E. Smith. 
University of Cambridge 


On Oct. 16 the following degrees were conferred : 
M.B., B.Chir.—*John Anderson, *G. L. Bunton, *J. R. McNeill, 


*F. R. Spink. 
MBS. F. Briggs, *R. Oe, en M. 
*J. B. Royston, *Lorna Xi. Sta 


Evans, *R. B. 
* By proxy. 


Bennett, *J. A. D. 
Jenkins, 


University of Leeds 


On Nov. 5 the honorary degree of doctor of science is to be 
conferred on Prof. Wilder Penfield, o.m., ¥F.R.s. 


Royal College of Physicians of London 
On Thursday, Nov. 11, at 5 P.m., at the college, Pall Mall 
East, 8.W.1, Dr. F. H. K. Green will deliver the Bradshaw 


lecture, on the Clinical Evaluation of Remedies. 


Royal Australasian College of Physicians 

The following, having satisfied the board of censors in 
Australia, were admitted to. the membership by the president 
in October : 

B. S. Hartnett, A. P. Millar, J. D. Murphy, I. H. W. Anderson, 


J. R. E. Fraser, G. J. Groves, W. H. Kitchen, Graeme Larkins, 
D. H. Meyers, M. G. Whiteside, C. H. Campbell, T. S. Kirkland. 


S.H.M.O.s Meeting 

A general meeting of senior hospital medical officers of 
the North East Metropolitan Region will be held at B.M.A. 
House, Tavistock Square, London, W.C.1, on Dec. 4 at 3.30 P.m. 


Times, Oct. 20, 1954. 





1. New York Times, Oct. 19 ; 


NOTES AND NEWS 


[oct. 30, 1954 997 
Royal College of Surgeons of Edinburgh 

At a meeting held on Oct. 20 the following officers were 
elected : 

President, Prof.. Walter Mercer; vice-presidents, Prof. R. C. 
Alexander, Mr. John Bruce; secretary, Mr. George I. Scott; 
treasurer, Mr. J. J. Mason Brown; me mbers of the president’s 
council, Mr. David Band, Prof. Norman M. Dott, Mr. Andrew 
Fowler, Mr. J. N. J. Hartley, Mr. Archibald Brown Ke rr, Sir James 
oor Prof. Bryan McFarland, Dr. David 8. Middleton, 


r. T. MeWalter Millar, Dr. Douglas Mille r, Mr. R. Leslie Stewart, 
Mr. Robert I. Stirling, Mr. Robert J. W. W ithers ; 
on the General Medical Council, Mr. K. 
servator of museum, Mr. J. N. J 
committee, Mr. John Bruce ; 


representative 
Paterson Brown; con- 
Hartley ; convener of museum 
hon. librarian, Dr. Douglas Guthrie. 
The following were on to the fellowship : 


Syed Dialwar Abbas, J. C. Anderson, Nizamuddin Clive Azizkhan, 
Rasiklal Malukchand Bhansall Sudhir Chandra Bose, A. W. Bruce, 
Homi Minocher Dastur, Pralhad Rao Desai, Daniel Sundersingh 
Charles Devadhar, Yehia Mahmood Hassan Elzeneiny, Anthony 
Gabriel, J. C. Gillman, Aron’ Kuppuswami Ae We F. J. Gray, 
Sunil Kumar Sen Gupta, B. Henry, P. . Jackson, Jackie 
Jacob, J. B. Johnston, witaeneaton ichadange, Ma Khin Kyi, 
W. E. Lindsay, J. D. O. Loudon, D. W. Low, Suraj Balram Shah 
Luthra, Thomas Menzies, F. H. Moore, W. J. Morris, B. W. Noake, 
Upali Rajasingha Ratnaike, Amitava Ray, H. D. Ritchken, EK. A. M. 
Ryan, G. G. Schepers, R. K. Spence, J. Cc. 8. Steytler, Fate! 
Thompson, D. N. Walder, Cheang Keng Young. 


Liverpool School of Tropical Medicine 
The Queen and the Duke of Edinburgh visited this School 


on Oct. 21, and spent nearly an hour watching demonstrations 
of its research work and activities. 


British Medical Students’ Association 
Lord Horder will open the thirteenth annual general meeting 


of this association which is to be held in London from Nov. 12 
to 14. Mr. Iain Macleod, the Minister of Health, will also speak, 


Norman McAlister Gregg Prize in Ophthalmology 

This prize, which has been founded by the Ophthalmological 
Society of New South Wales, will be awarded every three 
years for a work on an ophthalmological topic submitted by 
a British subject. The closing date for entries for the first 
award is Aug. 31, 1955, and candidates should notify the 
secretary of the society, Dr. E. J. Donaldson, 229, Macquarie 
Street, Sydney, of their intention to submit contributions at 
least two months before. 


Kingston and Malden Victoria Medical Foundation 

At the third annual general meeting of this foundation on 
Oct. 22, Dr. Bernard Lake, the chairman, announced that a 
building had now been bought in which to open a cottage 
hospital to take the place of the old ‘‘ Kingston Vic ”’ which 
was taken over by the South West Metropolitan Regional 
Hospital Board in 1950. It is hoped to open the new hospital 
on a small scale in 1956, and to expand it as funds permit. 
Householders in the district are contributing 3d. per week 
which is collected by volunteers. There are at present about 
200 voluntary collectors and 3000 subscribers, 


Design of Hospitals 

Mr. Iain Macleod, the Minister of Health, opening a con- 
ference on the Design of Health Buildings at the Royal 
Institute of British Architects in London on Oct. 21, said 
that by the end of the present financial year over £60 million 
worth of capital works would have been carried out in National 
Health Service buildings since 1948, Capital expenditure 
was now running at £11 million a year. Large as this total 
sum seemed, it was nevertheless small in relation to the vast 
amount of work that needed to be done. ‘The advance 
of medical science is rapidly making the ordinary general 
hospital less and less a place for lying in bed and more and 
more a place for concentration within a very limited period 
of the various skills and techniques that can now be brought 
to bear. This means a fundamental change in the conception 
of the hospital building itself. Ideally such a change calls for 
an entirely new set of hospitals, but obviously such an objective 
is unrealistic and we must aim at adapting many of the 
hospitals we have so as to fit them into this new conception.” 
Mr. Macleod said that he hoped the Ministry would soon 
be in a position to circulate bulletins on various aspects of 
health-service building design and construction which would 
serve as guides to what could be officially approved. There 
was no intention of cramping the architect’s initiative by rigid 
prescription of details. But there were matters, such as 
space standards, on which architects might welcome 
authoritative guidance. 
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Public Medical Service for London 

This service, which ended when the National Health Service 
began, has now liquidated all its assets and liabilities. In 1951 
a distribution was made to members, and the residual balance 
of £163 has now been transferred to the B.M.A. Charities 
Trust Fund. 


A New Tuberculosis Wing 


A new wing of 60 beds for the treatment of pulmonary 
tuberculosis was recently opened at Colindale Hospital, 
London, N.W.9, by the Dowager Marchioness of Reading. 
This wing replaces one destroyed by enemy action and brings 
the total number of beds to 300. The design allows the 
patients to have the greatest possible amount of light and 
fresh air. Single surgical wards are all equipped with 
2-station wireless, special signalling devices, and piped oxygen 


to the bed-head. 


Battersea Clinic for Varicose Ulcers 


A clinic for the study and treatment of varicose ulcers was 
opened by Sir Arthur Porritt at Battersea Central Mission 
on Oct, 20, For many years the mission has had a physio- 
therapy clinic and also a clinic for the treatment of varicose 
veins. The new clinic, in charge of Dr. S. M. Rivlin, will 
provide both treatment and aftercare, and will collect 
information about the patients’ progress over a long period. 
Stereoscopic or tridimensional colour photography is available 
for record purposes. The superintendent of the mission, 
Mr. H. Stanley Southall, said that the object of the clinics 
was not to compete with the hospitals but to fill a gap which 
the hospitals in their overcrowded condition found it difficult 
to fill. 


DIARY OF THE } WR Rae eatAaE, AND DEATHS 
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Hospitals’ enamine Orchestra 

This orchestra is to give a concert on Saturday, Nov. 27, 
at 7.30 P.M., at the Royal College of Surgeons of England, 
Lino olns Inn Fields, London, W.C.2. Tickets (10s., 78., 5s., 
and 3s. 6d.) may be had from the college or from Miss N. 
Watts, St. Bartholomew’s Hospital, E.C.1. 


Medical Aspects of Atomic Warfare 

The South-Western Regional Hospital Board, in association 
with the medical postgraduate department of the University 
of Bristol, is holding a course on this subject at the department 
of physics of the University of Bristol on Saturday and 
Sunday, Nov. 13 and 14. The speakers will include: Dr. 
G. C, Kelly, Dr. R, L, Cheverton, Prof, F, A. R, Stammers, 
Sir Ernest Rock Carling, Sir Claude Frankau, Sir Heneage 
Ogilvie, Dr. W. 8. Maclay, Surgeon Captain J. G. Holmes, 
and Major-General W. E. Dimond. Further particulars may 
be had from the board, 127, Tyndalls Park Road, Bristol, 8 





CoRRIGENDUM: Medical Care of Students.—In the third 
paragraph of his letter of Oct. 9, Dr. Wilson Johnston gave 


the proportion of Belfast freshmen with defects as 80-90%. 
This figure should have been 60-70%. 





Bayer Products Ltd. have moved their 
quarters to Neville House, Eden Street, 
Surrey (telephone Kingston 7733). 

A poe party will be held at St. Leonard’s eg Nuttall 
Street, London, N.1, on Monday, Nov. 15, at 3.30 P.M. on the 
retirement of Dr. A. D. Morris, the medical superintendent. Old 
members of the staff will be welcome, and subscriptions are being 
received by the hospital secretary. 


administrative head- 
Kingston-on-Thames, 





Diary of the Week 





oct. 31 To Nov. 6 
Monday Ist 
INSTITUTE OF NEUROLOGY, National Hospitel, Queen Square, W.C.1 
5.30 P.M. Dr. EB. A. Blake Pritchard: Pupillary Abnormalities. 
Tuesday, 2nd 
Roy aL CoLzan or SurGEONS, Lincoln’s Inn Fields, W.C.2 
P.M. 


Db. Wyke: Cortical Control of Moveme nt. (Arris 
and Gale lecture.) : 
SocreTy OF APOTHECARIES OF LONDON, Black Friars Lane, E.C.4 


4.30 pm. Dr. E. F. Scowen: 
Bilatera] Adrenalectomy. 
5.45 P.M. Mr, Fergusson : 
Adrenalectomy. 
BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 P.M. (London School of Hygiene and Trepical Medicine, 
Keppel Street, W.C.1.) Dr. P. M. Daniel: Peripheral 
Circulation and Vascular Bed. 
Sr. MarRy’s HosprraL MEDICAL SCHOOL, Paddington, W.2 
5 pM. Mr. John Stallworthy: Infertility. 
INSTITUTE OF OBSTETRICS AND GYNASCOLOGY 
5 p.m. (Chelsea Hospital for Women, Dovehouse Street, 
Mr. D, Fraser: Treatment of Endometriosis. 


Clinicopathological Aspect of 


Surgical Aspect of Bilateral 


£.W.3.) 


Wednesday, 3rd 
POSTGRADUATE MEDIC we ScHOOL OF LONDON, Ducane Road, W.12 


2p.m. Prof. R. H. Thompson: Biochemical Investigations 
in Nervous Disorder 
RoYAL SOcTETY OF MEDICINE, 1, Wimpole Street, W.1 


5.15 P.M. History of Medicine. Dr. Brian Russell : 
Lupus Vulgaris. Dr. 


John Rendle-Short: History of 
Teething in Infancy. 


Surgery. Mr. A. J. Gardham, Mr. C. P. Wilson, Mr. 
A. H. Hunt: Treatment of Malignant Disease of the 
Upper Jaw. 

ROYAL INSTITUTE OF PUBLIC HEALTH AND HYGIENE, 
Place, W.1 

3.30 p.m. Dr. R. I. Mackay: 

mW. TE OF 
C. 


History of 
8 P.M. 


28, Portland 


Headache in Childhood. 
DERMATOLOGY, St. John’s Hospital, Lisle Street, 


5.30 P.M. Dr. R. W. Riddell: Diagnosis of Ringworm Infection. 
INSTITU ITE OF LARYNGOLOGY AND OTOLOGY, 330, Gray’s Inn Road, 
W.C.1 
5.30 p.m. Prof. F. C. Ormerod: Sigmoid Sinus Thrombosis. 


MIDLAND MEDICAL Socrety 
.15 p.m, (Birmingham Medical Institute, 
Street, Birmingham.) Dr. J 5 
MANCHESTER MEDICAL SOCIETY 
4.30 p.m. (Medical School, Manchester.) Medicine. Prof. G. W. 
Pickering: Benign and Malignant Hypertension. 
MEDICO-CHIRURGICAL SOCIETY OF EDINBURGH, 
8.30 P.M. (Royal College of Surgeons, 18, Nicolson Street, Edin- 
burgh.) Dr. John Marshall and Mr. John Gillingham : 
Management of Subarachnoid Heemorrhage. 


Thursday, 4th 
ROYAL COLLEGE OF SURGEONS 


4.30 p.m. Dr. H. J. V. Morton: 
Routine Work. 


154, 


Great Charles 
H. Sheldon : 


Old Age. 


Education and Recreation in 
(Frederic Hewitt lecture.) 


SoOcIETY OF APOTHECARIES OF LONDON 
4.30 P.M. Prof. L. P. Garrod: Recent Developments in Anti- 
biotic Therapy. 


5.45 p.m. Sir Lionel Whitby: Treatment of Anemia. 
U NIVERSITY OF LONDON 
5 P.M. (1, Wimpole Street, W.1.) Prof. Eelco Huizinga 
eee): Bronchological Pneumonology. (Semon 
ecture. 


BRITISH POSTGRADUATE MEDICAL FEDERATION 
5.30 p.M. (London School of Hygiene and Tropical Medicine.) 
Prof. W. Ti J. Morgan, F.R.S.: Chemical Basis of Blood- 
group Specificity in Man. 
RoyaL EYE HospiraL, St, George’s Circus, 8.E.1 
5.30 p.m. Dr. T. H. Whittington: Myopia. 
ROYAL MEDICO-PSYCHOLOGICAL ASSOCIATION 
Prof. Wilder Penfield, 


2.15 P.M. (Royal Society of Medicine.) 
O.M.. F.R.S.: Réle of the Temporal Cortex in Certain 
Psychical Phenomena, (Maudsley lecture.) 
RESEARCH DEFENCE SOCIETY 
5.30 P.M, (University College, Gower Street, W.C.1.) Sir Geoffrey 
Jefferson, F.R.S.: Man as an Experimental Animal. 
(Stephen Paget lecture.) 
LIVERPOOL MEDICAL INSTITUTION, 114, Mount Pleasant, Liverpool, 3 
8 p.m. Dr. W. Pickles: Epidemiology in Country Practice. 


UNIVERSITY OF EDINBURGH, University New Buildings, Teviot 
Place, Edinburgh 
5 p.M. Dr. Donald Stewart: Industrial Rehabilitation. (Hony- 


man Gillespie lecture.) 


UNIVERSITY OF ST. ANDREWS, Medica] School, Small’s Wynd, 
Dundee 
5 p.M. Prof. A. J. Lewis: Trends in Psychiatry. 


Friday, 5th 


POSTGRADUATE MEDIOAL ScHOOL OF LONDON 
2 P.M. ft. P. A. FitzGerald (Dublin): Investigation and 
Treatment of, Lower-limb Venous Insufficiency. 
4Pp.M. Dr. Denis Williams: Amnesia and Unconsciousness. 
ROYAL SoOciETY OF MEDICINE 


10.30 a.m. Otology. Miss ey cr Collier: Art of Otology. 
(Presidential address 
2.30 P. M. Laryngology. Prot. Victor Lambert: The Rhinologist 
nd the Orbit. (Presidential address.) 
5.30 PM Anesthetics. Dr. Bernard Johnson: Presidential 
address. 


mares, FACULTY OF PHYSICIANS AND SURGEONS OF GLASGOW, 
, Vincent Street, Glasgow 


5 Py Mr. Kenneth Fraser : 


Surgery in Pulmonary. Tuberculosis. 


Saturday, 6th 


INSTITUTE OF LARYNGOLOGY AND OTOLOGY 
11.30 P.M. Professor Huizinga: Physiological and Clinical 
Importance of Experimental Work on the Pigeon’s 
Labyrinth. 
MIDLAND TUBERCULOSIS SocIETY, Romsley Hill Hospital, Romsley, 
Birmingham 
P.M. Prof. Jethro Gough: Correlation of Radiology and 
Pathology in Some Diseases of the Lung. 


Births, Marriages, and Deaths 


BIRTHS 
19, at Sutton, Surrey, to Joan Margaret (née 








Zerrtww.—On Oct. 


Eddels) and Reginald Albert Zeitlin—a daughter (Susan Rose). 
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ean have absolute 


confidence... x 
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With L.H.C. you can safely use the finest 





gauge suited to the operation. Finer gauges 
mean less scar tissue and quicker healing. 
The tensile strength of all gauges of London 
Hospital Catgut is higher than that of the 
standards prescribed by the B.P. 





LONDON HOSPITAL % 


Re CATGUT 


Ff 
Specify L.H.C. for Strength ti) 
a 








bo 
-1 








Tue Lancer] THE LANCET GENERAL ADVERTISER [Ocr. 30, 1954 


AVAILABLE 
FROM STOCK 


FITTED 
KORKALITE MOULDED 
OR ALUMINIUM CAPS - 


UNITED GLASS BOTTLE MANUFACTURERS LTD 


8, LEICESTER STREET, W.C.2 ~- Telephone: GERRARD 8611 (18 Lines) Telegrams: UNGLABOMAN, LESQUARE, LONDON 
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Oil is our way of life 


Ml i 
i 
The Rev. Sydney Smith confessed that his idea of lif | y 
heaven was eating pdté de foie gras to the sound 
of trumpets. You yourself may be a vegetarian, is 
and not like music with your meals. You will r' | 
have your own conception of a pinnacle of 
happiness, a flashpoint of Better Living. " 
It is not for the modern Petroleum Industry b 
to interrupt your dreams, Oil is content to 
go on multiplying the basic amenities of 
your life on this earth. It-makes your transport 
quick and safe; it speeds the plough; it 
lubricates the machines of factories. Oil provides 
ingredients for new drugs, new materials for 
the modern synthetic fabrics. And oil helps 
in your home, too. It provides an essential 
ingredient for the washing powder that your 
wife uses. The linoleum on her kitchen 
floor, the fluid in which she preserves her 
eggs, her rubberised apron and 
gloves, the plastic curtains in her bath- 
room, even the nail-varnish on her dressing 
table . . . . Petroleum chemicals have been HH HI H HD 
at work in their manufacture; Wi a 
which probably accounts for their high | | tut m m | 
quality and low price. The name of mi IN HAA Wh mh) | 
SHELL may not be on them, but | | Mo Kl 
Shell Research stands behind them. i I | 
Petroleum in its crude form, dredged from 
the desert, marsh and jungle, is an unfriendly 
looking substance, dark, often sticky, 
sometimes smelly. But the products of its 
refinement oil the wheels of life: 
cleanly, smoothly and increasingly. 


research points the way 


THE SHELL PETROLEUM CO. LTD., ST. HELEN’S COURT, LONDON, E.C.3 ll 
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The “CHIRON” 
HYGIENIC DISPOSABLE BAGS 


(Pat. applied for 287887/51) 
LIGHT NO ODOUR 
SAVE DRESSINGS 


* 
For: 


ILEOSTOMY 


COLOSTOMY 





CYSTOTOMY 


TRANS- 
PLANTATION 
OF URETERS 














4 a ae 
vb v. ETC. 
cy, HP Also replaces Rubber 
fe Koenig-Rutzen Bag 
rs 
* 


ASK FOR CIRCULAR 


DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 











| 32-34, New Cavendish Street, London, W.| 








STANDARD MODEL 
for use in the Home 
” & Surgery £ 8-8-0 









Perfect Dial Control 


of mixture for - 
Analgesia ¢ Anaesthesia. 
for use by the Doctor 

in cases of Maternity 
or Minor Surgery 


SURGICAL HOUSES 














ag wae 
CYPRANE ETD Howorth. k vighley Yorks 
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Sataamaieenea tere acatmes 


Again the price of I.C.I. 


penicillin is reduced, and the most useful and the 


least toxic of the antibiotics costs still less. The basic 


cost to the Health Service for 1 mega unit of 


crystalline penicillin G is now only 1/6d. 


From the surge of claims made for newer and 


better antibiotics, it is easy to lose one’s perspective 


and forget the plain fact that penicillin continues to 


be 


inf 


the antibiotic of choice for all Gram-positive 


ections due to staphylococci, haemolytic 


streptococci and pneumococci and for all cases of 


gonorrhcea and syphilis. 





PRICE REDUCTIONS 
AFFECT 


all ‘Avion’ brand crystal- 
line penicillin G salts, 
‘Penavlon’ Tablets and all 
formulations of 
‘AVLOPROCIL’ brand 
Procaine Penicillin for 
Injection. 





Full details are available from 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 


WILMSLOW 


_—— 


A subsidiary company of Imperial Chemical Industries Limited 
MANCHESTER 





Ph.485 
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eltabilily e; 8 


in delicate Surgery 


The THERATOR MINOR 


DIATHERMY, Type MME 3 


L 


eee 








ee 

les 

ee 
For the most delicate electro-surgery, the of component values. Current intensity 
Therator Minor Diathermy reliably pro- is regulated by a single knob and is 
vides two distinct cutting-currents, ideal repeatable at pre-selected control positions. 
respectively, for ophthalmic and neuro- A de luxe set of electrodes and mobile 
surgery. Output is valve-generated, perfect trolley complete the equipment if required. 
coagulation being assured by careful selection Further information is freely available. 


MARCONI INSTRUMENTS 


SPECIALISTS IN: 
DIATHERMY - AUDIOMETRY - ELECTRO-ENCEPHALOGRAPHY - ELECTRO-CARDIOGRAPHY - THERAPEUTIC AND DIAGNOSTIC X-RAYS 
MARCONI! INSTRUMENTS LTD - ST.ALBANS - HERTS - Phone: ST. ALBANS 6160/9 
30 Albion Street, Kingston-upon-Hull. Phone: Hull Central 16144. 19 The Parade, Leamington Spa. Phone: 1408 
And at: BELFAST - CARDIFF - GLASGOW + LIVERPOOL + NEWCASTLE - SOUTHAMPTON 
Managing Agents in Export: MARCONI’S WIRELESS TELEGRAPH COMPANY LIMITED - MARCONI! House - STRAND - LONDON, W.C.2 
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| HANGER light metal artificia 
near, thehip joint, wi:h metal, leather, or certalmid socket; 
finger-tip operated self locking hip joint, with ball bearing J E. HANGER & CO. LTD 


ROEHAMPTON 7 LONDON, S.W.I5 





PROSTHESIS... . 


AEE mg 


can be obtained will gladly be sent on your request. 


HANGER 


SERVICE TO THE LIMBLESS 






ey eee 


leg for amputation at, or 





inner joint; ball bearing knee joints; self oiling ankle unit. 
A rod-operated knee lock can be fitted, if desired. 
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perfected by. specialisation 


The HANGER Factory at Roehampton is the largest in the 
world specialising in artificial legs only. Intensive research 
work has effected improvements in the design of light metal 
and willow artificial legs without parallel in the history of 
prosthesis, and the HANGER leg is approved and prescribed 
by the Ministry of Health and by very many overseas govern- 
ments. The services of the HANGER Organisation are at 
the disposal of Orthopedic Surgeons and the Limbless at 
every Ministry of Health Limb Fitting Centre in the United 
Kingdom, and in most overseas capital cities. Literature and 
any special information, together with the address of the 
nearest centre at which HANGER “ Service to the Limbless ”’ 
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WHAT HAS 
HAPPENED HERE? 





By simply rotating a control all 
interference has been eliminated 
without need to reposition 
patient, etc. 


PHILIPS 
CARDIOLUXE 


DIRECT-WRITING ELECTROCARDIOGRAPH 


immediately visible records WITHOUT INTERFERENCE 


A portable direct-writing electrocardiograph providing 
an instantaneous record on thermo-sensitive paper. 
Simplicity of operation and positive interference 
elimination ensure a perfect record anywhere. 





PHILIPS ELECTRICAL LTD 


ELECTRO-MEDICAL SECTION 


CENTURY HOUSE 


SHAFTESBURY AVENUE LONDON 


‘Pxooo8s) 












THE PALMER 
INJECTOR 





Tu PALMER INJECTOR has stood up to severe clinical 
tests in many hospitals and clinics, and has been used for 
intramuscular as well as subcutaneous injection. It can be 
operated by either hand, singly, in any part of the body. A 
person making self-injection can inject either arm easily. It 
is therefore of particular importance to all diabetics. The 
base plate has been designed to gather the skin unaided in 
preparation for the injection. The speed of the needle and 
the controlled depth of the injection makes penetration 
100% painless. 

The No. 1 model, fitting any ordinary 1 cc. or 2 cc. 
syringe, gives varied penetration from zero to } in. The 
No. 2 model gun gives penetration from zero to 2 in. and 
holds a § or 10 cc. syringe. For further particulars write to: 


PALMER INJECTORS LTD> FORT WILLIAM 
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Professional Approval .. . 


SELTO Dental Salt is a unique combination of sodium. 
chloride and sodium bicarbonate with an efficient polishing 
agent. It is particularly valuable in cases of soft or tender 
gums; it is entirely free from harsh abrasive material, polishes 
quickly and without scratching. Pleasant to the taste, it 
imparts a delight- 
ful freshness to the 
mouth after use. 
SELTO is stocked 
by all leading 
chemists. Profes- 
sional samples and 
literature sent on 
request. 






SELTO (Eastbourne) LTD., 
HAMPDEN PARK, EASTBOURNE 


SELECTED WINES 





per bottle 
Entre Deux Mers 5/9 
Vin Rosé. Produce of France 7/- 
St. Emilion 1947 8/- 
Durkheimer 8/- 
“‘Mastersinger”’ 
' Ports & Sherries 15/- 
Finest Scotch Whisky 70 proof 35/- 


(to all customers ) 


@ WRITE FOR OUR LIST 
@ 6 BOTTLES CARRIAGE PAID 
@ ASSORTED CASES SUPPLIED 


BERNARD SACHS LTD 


Telephone : 
27, OLD BOND STREET, LONDON, W.I. HYD 0145 











5/9 
7/- 
8/- 
8/- 


1S/- 
35/- 
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TWO STANDARD TEXT BOOKS 
By Dr. B. N. GHOSH, M.B.E., F.R.F.P.S. (Glas.), F.R.S. (Edin.) 
For Price, Rs. 20 or 30s. 

Nineteenth Edition. 1952. Pp. 875. 


GROUP PENSION SCHEMES PHARMACOLOGY, MATERIA MEDICA, AND THERAPEUTICS 


Revised and largely rewritten ceeaecing to British Pharmacopceia 





ona 
' Thirteenth Edition. 1953. Price, Rs. 17.8 or 25s. 6d. 
WI T H A TREATISE ON HYGIENE AND PUBLIC HEALTH 
With Special Reference to the Tropics 


Revised and largely rewritten with an article on Dietetic Disease, 


by Sir John Megaw, a monograph on Leprosy, by Dr R. C. 

P R 0 F I T S Cockrane, and a chapter on Social Medicine, by J. B. Grant. 
SCIENTIFIC PUBLISHING COMPANY 
ie 85, Netaji Subhas Road (2nd Floor), CALCUTTA, I 


basis Londoa Agents: Messrs. Simpkin Marshall Ltd. 





consult the 


SCOTTISH WIDOWS’ 
FUND 







FIRE FIEND 
v. NU-SWIFT 


_ We know who will win. Please send 




















| Post now to Nu-Swift Ltd., Elland, Yorks. 
| —AHEAD OF THE FIRE FIEND’S VISIT! 





1 

Head Office us details of your wonderfully rapid | 

9 St. Andrew Square and reliable Fire Extinguishers— 
Edinburgh, 2 before it is TOO LATE! | 
London Offices Fotis 

28 Cornhill, E.C.3 1 } 

17 Waterloo Place, S.W.1 Address ' 
I 

1 





In Every Ship of the Royal Navy 


CHEADLE ROYAL, CHEADLE, CHESHIRE 


REGISTERED MENTAL HOSPITAL 








PRESIDENT: THE Ricut Hon. Toe EARL OCF DERBY, M.C. 
MEDICAL SUPERINTENDENT: W. V. WADSWORTH, B.Sc., M.B., M.R.C.P., D.P.M. 








This Hospital receives all types of patients who are suffering from psychological and senile illnesses. It has recently been 
extensively re-decorated and central heating has been installed throughout, making it one of the most luxuriously appointed hospitals 
in the country. Private rooms, with special nurses, can be provided. All patients receive very careful and thorough clinical and 

thological investigations ; the most modern psychiatric treatment is available, including deep insulin therapy. Psychotherapeutic 
reatment is employed in suitable cases. 


Occupational therapy is a special feature of the Hospital and there are excellent facilities for indoor and outdoor recreation— 
tennis, cricket, croquet, badminton, billiards, cinema, television, ete. Geriatric units for mild cases of senility are provided where 
patients can pursue as normal a life as possible. 

The Hospital is situated in three hundred acres of pleasant Cheshire parkland and wet is only nine miles from Manchester. 
Glan-y-Don is the Hospital’s convalescent home, overlooking the sea at Colwyn Bay. It is extremely comfortable and well appointed 
and has its own farm and market garden. 


For terms and further particulars, apply to the Medical Superintendent. Telephone: GATLEY 2231. 





CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 


A well-appointed House with spacious balconies and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach : 
There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, | 100 ft. up for bracing moorland air 


Resident Physicians—BERTHA M. MULES, M.D., B.S. ANNE S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 





RUTHIN CASTLE, NORTH WALES 


A Private Clinic, the first in Great Britain, for investigation and 
treatment of all forms of disease, except infectious and mental 


Nursing, dietetic, massage, x-ray and laboratory departments Central heating and a lift to all floors 
Inclusive charges Apply SECRETARY Telephone: Ruthin 66 
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ST. ANDREW’S HOSPITAL wentac visorvers 
NORTHAMPTON 
Presipent: THE EARL SPENCER 


ea aes TNIATATORRLIN brenMD wD 
Mepicat SuPERINTENDENT: THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 

This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE oC 

This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc, There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 

MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres, 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 


therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL 
The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit, this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park, 





At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc. , Bg : 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 


CHISWICK HOUSE HEIGHAM HALL, NORWICH 





PINNER, MIDDLESEX PRIVATE MENTAL HOME for Nervous and Mental illness. All types 


Telephone: PINNER 234 of treatment carried out. Accommodation for Alcoholics and Addicts 
. ae . available. Special Geriatric Unit now open. Fees from 6 gns. per week 


eR upwards according to requirements, 
A Private Home for the Treatment and Care of Mental and | apply to Dr. J. A. SMALL Telephone : Norwich 20080 


Nervous Illnesses in both Sexes. 
A modern house, 12 miles from Marble Arch, in attractive 





secluded grounds, Patients treated under Certificate, Tem- THE LANCET 

porary or Voluntary status. Modern forms of treatment, > , 

including psychotherapy, narco-analysis, modified insulin, Annual Subscription: £2 2 0 per annum 
occupational therapy, E.C,T., etc. Fees from 12 guineas a week, Special reduced rates to Students 





DOUGLAS MACAULAY, M.D., D.P.M. 


Air-mail edition available 





THE MEDICAL PROTECTION SOCIETY tuimitrep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : £1 for first three years for newly qualified entrants and £2 thereafter 
Full Particulars from the Secretary (Dr. Alistair French) Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 














Vacancies 
ACADEMIC AND EDUCATIONAL Page | Swindon. Victoria. Sr. H.O... .. 46) Ipswich. East Suffolk & Ipswich. 
SECTION 36 | Warrington Infy. Sr. H.O. .. a) Sr. H.0O. ee ‘ aid ve 3 
Wattora Hosps. Reg. os ww, a Leamington Spa. Warneford Gen. 

x Ss oWe University College Hosp. Sr. H.O. sm it “a + 3 
ee ; Reg. .. : “4 - .. 47] Leeds R.H.B. Sr. Casualty Officer |: 37 
London, E.1. Sr. H.O. es .» 301 y : " 7 | . 

arc ty Mla ’ i ag | New Zealand. Cook Hosp. Board. Nottingham Gen. Sr. H.0. .. o. 44 
Royal Free Hosp. Group. Reg. a ; F . 4 
Royal Free Hosp. Group. P.-t. Cons. 37 Anesthetist .. <s me .. 38] Orpington, Kent. Sr. H.O... -. 4 
Royal National T.N.&E. Reg : : 39 Northern Ireland Hosps. Auth. P.-t. Sheffield R.H.B. Sr. Casualty Officer 37 

hy, : ‘ UwMC Gift af Cons... » es is .. 88] Torquay. Torbay. Sr. H.O... ay 6 
West Ham Group H.M.C, Sr. H.0.’s.. 40 Watford & Dist. Peace Me H.O 46 
Westminster, S.W.1. Sr. H.O. -. 40] BacTERIOLOGY wet _— anes » Boson . mS 0... 6 
Birmingham R.H.B. Reg. .. -. 40] St. Mary’s, W.2. Sr. Reg 40 olverhampton Group. 0. ae 
Bishop Auckland Gen, Sr. H,O, 4 GR : Pe Pp ies ¥ Briers t' sg CHEST AND TUBERCULOSIS 
Bournemouth. Royal Victoria. Sr. BIOCHEMISTRY Brompton, 8.W.3. Sr. H.O... ~<a 

3 _ * ee i = ee -- 41] Northern Ireland Hosps. Auth. Cons. 38 | Hammersmith, W.12. H.O... an ee 
Chelmsford Hosps, Sr, H.O... ae a London Chest, E.2. Reg. & H.O.’s 38 
Chichester Group of Hosps. Sr. H.O. 41 | CARDIOLOGY St. George’s, S.W.1. Sr. H.O... a of 
Douglas. Noble’s I1.0.M. H.O. -- 42] London, E.1. Sr. H.O0. “ -. 39] Wandsworth Hosp. Group. Temp. 
Edgware Gen. Sr. H.O. es 42 | Liverpool R.H.B. P.-t. Cons. Pree: Research Asst. a pit ain 0 
Enfield. Chase Farm. Sr, H.0O, 42 | Manchester United Hosps. H.O. .. 44] Aylesbury. Tindal Gen. H.O. ay | 
Hillingdon, Middx. Reg. 42 Birmingham R.H.B. Sr. H.M.O. .. 37 
Hitchin Hosps. Sr. H.O. .. 42 | CASUALTY Chelmsford. Broomfield. Locum Sr. 
Ipswich. Borough Gen. Sr. H.O. 42 | Hackney, E.9. H.O,’s i. + ee H.M.O. & y “f <a fan 
Leeds R.H.B. Reg. .. a 43 | London, E.1. Sr. H.O. ri .. 391] Colchester H.M.C. Jr. H.M.O. me 
Luton & Dunstable. Sr. H.O. 43) Prince of Wales’s Gen., N.15. Pre- Leeds R.H.B. Reg. .. a _— 
Manchester R.H.B. Sr. H.M.O. 37 reg. H.O. os Ps iS .. 39] Manchester R.H.B. Sr. Reg. oe 
Mid-Kent H.M.C. Sr. H.O... 43 | St. George’s, 8.W.1. P.-t. H.O. .. 39] North East Met. R.H.B. Sr. H.M.O... 37 
Newcastle R.H.B. Reg. = -. 44] Birmingham. Solihull. Jr. H.M.O... 40] Scotland. South-Eastern R.H.B. 
Norwich United Hosps. Reg. -. 44] Chesterfield Royal. Pre-reg. H.O. or Reg. .. ce a a ® ai 
Nottingham Gen. Sr. H.O. or Locum Sr. H.O -. 41] Sheffield R.H.B. Locum Sr. H.M.O,.. 37 


Sr. H.O, 'e a 
Portsmouth Group H.M.C. Reg. 
Scotland. Western R.H.B. Reg. . 


Colchester H.M.C. Sr. H.0O. .. 42 | Sheffield R.H.B. Locum Sr. Reg. .. 46 
Croydon Gen. Sr. H.O. Ste -- 41) Yorkshire. East Riding H.M.C. Sr. 
Grimsby Gen. Sr. H.O. oe ve H.O. we eo ae ae 
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DENTAL SURGERY Canterbury. Kent & Canterbury. Yorkshire. East Riding H.M.C. Jr. 
St. Bartholomew’s. E.C.1. Sr. Reg.. 39 one = - > St H.M.O.’ . = -- 46 
St. Bartholomew’s, E.C.1. H.O. 39 tenn’. St. John’s. Sr. H.O... 41] New York. Albany. ” Residencies cv. “Oe 
Plymouth. South Devon & East Chesterfield. Scarsdale. Reg... 41] U.S.A. Kansas Medical Center. 
Cornwall. 8.0. <— r 45 porns _ Rae fs 42 Residencies oe a4 oe wat 
South estern 3. R ge. 46 | Glasgow Royal Infy. ° 42 
; Hull Maternity. Sr. H.O. ig | RADSULOGY 
DERMATOLOGY Leeds R.H.B. Regs. . te 43 | Middlesex, W.1. Reg. ‘a — 
Prince of Wales’s Gen., N.15. Clinical soy age 8 aes a Hospe. m, H.O. “4 Birmingham Uae a Hosps. Sr. Reg. = 
Ass' 39 eading oyal Berks “46 eG r e 2 
Birmingham Skin. Sr. H. 0. or H. 0. 41 | Salisbury Gen. H.O. .. 45 | Liverpool United Hosps. Temp. Reg. 43 
nh Ns Free women Btw, iow.” .: 40) RS nea Genes: Bo. Ng... a8 
ueicester Royal Infy. Reg 43 oe “ - 
OPHTHALMOLOGY Western Australia. ceeded Perth. 
EAR, NOSE, AND THROAT London, E.1. P.-t. Sr. Regs. oe Asst. Radiologist 38 
Contes middlesss, N.W.10. Reg. 38 shag of Wales’s Gen., N.15. Clinical 39 RADIOTHERAPY 
Metropolitan E.N. & T., W.8. H.O... 39 } 
Bournemouth & East Dorset H.M.C. South West Met. _R. JH. B.. P.-t. Cons. 37 yonder. : at TS: cos ae 
HO. 41 z -oames’, s .t. Clinical r cas et. R.H.B. Cons. 37 
Canterbary. "iaaili “& Canterbury. 40 Sheffield Nat. Centre for t Radiography. > 
@r. H.0. ie) 41 Nottingtiim & Midland Hye Infy. Sr. Reg. .. 46 
Gieagow Roral Infy. Hi fag Pk nn RR £5 (car seep seinen nd 
aidstone, Kent Count "0 hthalmi Dp " ye Sr. of, aoe YO Cros 
& Aural. Sr. H.O. 7 Ophthe io 44 | Wolverhampton Group. Sr. H.O. .. 46 ~— : . eet catia + 46 
Manchester United Hosps. H.0.’s |. 44] Northern Ireland Hosps. Auth. Reg. 47 i a x 
Newport, Mon. pave Gwent. Jr. SURGERY 
H.¥.O. or Sr. H.O.. 44 | ORTHOPZDICS Elizabeth Garrett Anderson, N.W.1. 
Sheffield United Hosps. Sr. Reg. 45 | Hammersmith, W.12. Reg. 38] H.O. 38 
Welsh R.H.B. Sr. Reg. 47 | Birmingham F 2.H.B. Reg... 40 | Hammersmith, W.12. Reg .O.. 38 
Bradford. St. Luke’s. H.O.’s. 41] Hosp. of St. John & st. "Elizabeth, 
GENITO-SURGERY ney: St. Peter’s. Sr. H. 0. N.W.8, ‘ 38 
Deis hit emle Tian Shae. ' Chtain : 41 | London, E.1. Sr. H. ; 
ee Oem B- ee. Colchester H MC. HO. ‘0. 42 Paddington Gen Ow 2. “te 
Yroydon. ayday. 41 ).’8 39 
pommel ina Ipswich. | East Rial ‘& Ipswich. ie Prince of Wales’s Gen., N. 15. C linfeal ae 
ee ee ee 44) Leeds KALB. Regs. 43 ] Royal Marsden, 8.W.3. H.O.’s 39 
HMATOLOGY Leeds. St. James's. ‘sr. H.O.. 43 | Royal Masonic, W.6. Cons. 37 
Manchester United Hosps. H.O. 44 | Leeds United Hosps. Sr. H. Oo. a 43 | St. Ann’s Gen., N.15. H.O. 40 
Manchester United Hosps. H.O.’s .. 44] Barnstaple. North Devon Infy. Sr. 
INFECTIOUS DISEASES Margate. Royal Sea Bathing. Sr: BOs.0% 40 
Manches LB. ¢ ‘ nb 2 a Bagrow- -in-Furnes No th L B 
Windygates, Fite, Cameron LD, Reg. 46 | Nottingham Gen. Sr. i1.0, or Locum ee eee 
’ . Sr. H.O. 44 Bedford Gen. Reg. ae 41 
MEDICINE Plymouth, Mount Gold Orthopedic. - Birmingham Accident. H.0.’s 41 
m — R g rmingham H.B. P.-t. C 4 37 
Eieetie Gores cae ee. wi. - 38) Sheffield R.H.B. Sr. Reg 45 | Birmingham R-H-B. Reg... .. 40 
“H 0 ’ 38 Stinfy. St. HO. inn “Stasis Royal Fi omer s Stortford. Haymeads. H.O. 41 
cS * Se ‘oz, n r. 6 ourner th & East D -M.C. 
Bemuporemlth 1, 310-5, 38 | warwick. H. oe oe 
Os , e-reg. 39 Wigan. Royal “Albert Edward Infy. Cambridge. Addenbrooke’s. Reg. .. 42 
ress ot Wales’s Gen. ‘Nb. Ctinical Sr. H.O. 46 Canterbary. Kent & Canterbury. H.O. 41 
Asst. & Pre« o f Solchester ge 2 
Royal Ne Bs my, 7. Si. oO. = PEDIATRICS — ; Derby. Derbyshire soy alInfy. Pre- 
St. Mary’s, W.3. H.0.’s 39/40 Hammersmith, W.12. H.O. 38 reg. H.O. o ae 
Whittington, N.19. Re 40 Prince of Wale’ s Gen., N. =. Clinical Epsom Dist. Pre- -reg. H. 0.’ 8 bo. 
Bath. St. Martin’s. H o 40 Asst. & H.O am 39 | Glasgow Royal Infy. H.O. ae 
Chelmsford. St. John’s. H.O. 41 St. George’s, S.W.1. H.O. 39] Gt. Yarmouth & Gorleston Gen. H.O. 42 
Dartington Dist. H.M.C. Jr. HM. 0.: 42 St. Mary’s (Child’s Dept.). H.O. 40 | Ipswich Borough Gen. Pre-reg. H.O. 42 
Glasgow Royal Inf H. °. 42 Canterbury. Kent & Canterbury. H. ‘0. 41] Ipswich. East pico, & a, 
Hitehin. Lister. Reg. ns 12 Carshalton. Queen Mary) 8 Hew. for . H.O. 43 
Huddersfield. St. Luke's. Jr. HMO. 42| teods HH B. i 42| Leeds RH.B. Regs. ae 
Ipswich. Borough Gen. Sr. H.0 42 Leeds R.H. B. Reg. 7 43 | Manchester R.H.B. Reg. .. ana 5 we 
Ipswich. East Suffolk & ‘Ipewich. Gators Oa Hoss. “Ree i. ny 8 Mer Os United Hosps. Sr. H.O. ‘a 
H.O. wie ; : 
tenes iio Sa .. 43 | PATHOLOGY Manchester. West Manchester H. MA C. wi 
a yy BS mM, :0... rv Elizabeth Garrett Anderson, N.W.1. o 98 we R. B. ‘B. Reg. 44 
I . oe eg. : ¥% ottingham Child’s. Sr. H.O. 44 
wero. r. Wi os Manc nestor, H.M. 0. 43 | Group Lab., Mile End. E, 1. Sr. H.0. 38 | Portsmouth Group &. M.C, Reg. 45 
Newcastle 44 Ashford, M idd H.O. 4 .. 40] Rochdale Infy. 45 
North W 2 Met. ak re ot +. Cons... 37 Barnsley. Beckett, "Reg. 40 | Rochford, Essex. Gen. "H.O.. 45 
Pottam outh Group H.34.0. Pre-tes. Birmingham R H B oe: 4 Scunthorpe & & Rig War Mem. Reg... 45 
> os Ob) Smtheaber FLELB. Come, 37 | Slough, U re-feg. H. 46 
ys. pton. Pre-reg. H. 5. 46 
Salisbury Gen. Pre-reg. yt 43 | Newcastle R.H.B. Sr. H.M.O. 37 | Stoke-on-Trent. City Gen. HO. |. 46 
Snutheoet. oo ores Sr a. oO. 45 Newcastle Reg. 44 | Stoke-on- ~ page North Staffs Royal 
ritvechat ton Group. = "46 North East Met. R. H. B. Cons. 37 Infy. 46 
B.WI niversit Soll, =. Baas Nottingham Gen. Sr. H.O. 44 Wakefield. Cay ton. Pre- -reg. H.0.. 46 
ge Peas y oge p. 47 Sheffield United Hosps. Sr. H.O .. 45] Wakefield Gen. Sr. H.O 46 
New Zealand. Christchurch. “Sr Reg. 47 Yorkshire. East Riding H.M.C. Sr. ee Watford & Dist. Peace Mem. Pre-reg. : 
NEUROLOGY Australia. Royal Women’s, Mel- _ | Worthing. H.O 46 
ag of Wales’s Gen., N.15. Clinical 39 Ww irica. ini. “College  Hosp., rs Mat Wait ccs sea ‘cone 38 
ony ee Ree “9 rit ole badan. Reg. 47 | New Zealand. Christchurch. Sr. Reg. 47 
New York. Albany. Residencies... 47 Western Australia. Princess Margaret gs | UROLOGY 
= RE Cvs finan _—— ; Glasgow Royal Infy. H.0O. 42 
Manchester United Hosps. H.0.’s .. 44 CAL E VENEREOLOGY 
West Bromwich & Dist. H.M.C. Sr. Isleworth. West Middlesex. Reg. .. 42 > 4 
HO... .. «- +: +s 46) North West Met. R.H.B. P.-t. Sr. esac a 39 
OBSTETRICS AND GYNECOLOGY ines ; ; “yt eit. Canada. Gen. Hosp., Kingston, Ont. 
Elizabeth Garrett Apivisen. N.W.1. PSYCHIATRY Interns| : ep eee’ 
:. aoe, : ne * H. 0. ; eit pe Prince of Wales’s Gen., N.15. Clinical ay. York. “albany. “Internships & 
ondon, E. ?. a <a Asst. .. mee oo 88 sidencies .. P ee RFiSae | 
Mile End, E.1. Sr. H.¢ wie -. 39] Aberdeen Royal Mental. Jr. H.M.O. 40] New York. New Rochelle. “Intern- 
Paddington Ga. W. 9. H.O. & Pre- 9 one oe .B. Cons. i H 37 ships .. je oe é< ye 
reg. 3 romsgrove, V jores. ‘Barnsle all. ” 
Prince of Wales’s Gen., N.15. Clinical ue Zo. 5 . 40 pints ot ened re 
3g eds 43 LL 8 
Revel Free Hosp. Group. Sr. Reg. 39] Liverpool. “Sete “Bide. Reg. or Jr. ” 
St. Stephen’s, S.W.10. ares ae H.0. 40 H.M.O. 43 The Terms and Conditions of Service of 
Toennaa ‘Group H.M.C N.15. “ jo eee oe wed R. HB. Cons "0 .. = ail NHS. hosp a pat med ae a to 
anchester. Springfie r. 4 y 3. hosp we advertise, unless 
Birmingham. Marston Green Matern- Newcastle R.H.B. g. 44 ethorwies Sane Canvassing doquatifes, but 
ity. H. ‘ 40 | St. Albans. Shenley. Sr. H.¢ 46 ndidates may normal'y visit the hospital 
Cambridge. “Maternity. H.O. 41" Warwick. Central Mental. Sr. H.O. 47 by appointment. 
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Academic and Educational 
ROYAL COLLEGE OF PHYSICIANS OF LONDON 





FRANCIS HENRY KNETHELL GREEN, 
F.R.C.P., Will deliver the BRADSHAW 
11TH NOVEMBER, 1954, at 5 p.m., at the College, Pall Mall East, 


Subject : ‘* The Clinical Evaluation of Remedies.”’ 
Any member of the Medical Profession admitted on presenta- 
tion of card. By order of the President, 
HAROLD BOLDERO, Registrar. 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 


Esq., C.B.E., M.D., 
LECTURE O01 THURSDAY, 


The next EXAMINATION for the MEMBERSHIP will commence 
On TUESDAY, 28TH DECEMBER, 1954. 

Prospec tive candidates are asked to note that entries accom- 
panied by the certificates, testimonials and the Examination 
fee of 15 guineas as required by the by-laws, must reach the 
College not later than first post on Tuesday, 30th November, 
1954. Candidates must have been qualified for 18 months. 

Candidates who propose to submit published work under the 
regulations are required to give 28 days notice, and should apply 
in writing to the Registrar, without delay, for detailed instruc- 
tions as to the procedure they should follow. Completed entries 
for published work must also reach the College not later than 
first post on Tuesday, 30th November, 1954. 


HAROLD BOLDERO, D.M., 
12, Pall Mall East, London, S.W.1 


UNIVERSITY OF BIRMINGHAM 
DEPARTMENT OF EXPERIMENTAL PSYCHIATRY 


Registrar. 


SENIOR RESEARCH FELLOWSHIP IN NEUROPHARMACOLOGY 

Applications are invited for the above post. The appointment 
offers full opportunities for research in pure and applied neuro- 
pharmacology, with special reference to the metabolic background 
of mental disorder, Related electrophysiological and neuro- 
chemical studies are in progress in the Department, and there 
are excellent facilities for clinical trial in inpatient and outpatient 
material. Adequate laboratory space and technical assistance 
are available. The appointment is a senior one, and is renewable 
annually up to a maximum of 5 years. The starting salary 
(which will be within the academic range) will be determined 
solely by the candidate’s qualifications and experience. 

Applications, with names of 3 referees, should reach the 
Secretary, The Department of Experimenta! Psychiatry, Medical 
School, Birmingham, 15, not later than 22nd November, 1954. 

G. L. BARNEs, Secretary. 

The University, Edgbaston, Birmingham, 15. 

UNIVERSITY OF BIRMINGHAM 
DEPARTMENT OF EXPERIMENTAL PSYCHIATRY 
CLINICAL RESEARCH FELLOWSHIP IN PSYCHIATRY 

pplications are invited for the above post. The appointment 
is é 4 inical one, and offers full opportunities for research at the 
Early Treatment Centre, Uffculme Hospital, and Winson Green 
Hospital, as well as the Medical School. Starting salary will be 
determined by candidate’s qualifications and experience, and 
will be commensurate with National Health Service scales for 
Senior Registrars or Senior Hospital Medical Officers. The postis 
subject to a probationary period of 1 year, and is renewable 
annually up to a maximum of 4 years. 

Applications, naming 3 referees, should reach the Secretary, 
Department of Experimental Psychiatry, Medical School, not 
later than 30th November, 1954. G. L. BARNES, Secretary. 

The University, Edgbaston, Birmingham, 15. 

THE al te nda OF LIVERPOOL 
es ATE INSTRUCTION IN PSYCHOLOGICAL MEDICINE 
course designed for those studying for a Diploma in Psycho- 
logical Medicine will commence in JANUARY, 1955. Instruction 

1 be part-time and will occupy approximately 3 half-days a 
week during 6 academic terms; 3 terms being devoted to 
Part I and 3 terms to Part II. Students may enrol for either 
part separately but, except in special circumstances, will not be 
permitted to study for both parts concurrently. 

Fees : £12 12s. per term or £70 for the ate course. 

Further particulars may be obtained from tbe Director of 
Studies in Psychological Medicine, 10, Croxteth-road, Liverpool, 
8, to whom application for admission to the Course should be 
sent as soon as possible. STANLEY DUMBELL, Registrar. _ 


THE ROYAL SOCIETY 


UNITED STATES (F.0.A.) RESEARCH FELLOWSHIPS 
Applications are invited for United States (F,.O.A.) Research 
Fellowships, tenable from SUMMER, 1955, to 30TH JUNE, 1957, 
in American research institutions. The period of tenure may be 
less than 2 years but not less than 1 year and other things being 
equal preference will be given to candidates who can go for 2 
years. The Fellowships are open for award to British Scientists 
normally resident in the United Kingdom who propose to do 
research in the natura] sciences and in the engineering, agricul- 
tural and medical sciences, but excluding clinical medicine. 
Successful candidates, who will mostly be between 26 and 32 
years of age and who will be required to undertake to return 
to resume scientific work in the United Kingdom on completion 
of tenure of Fellowships, will be placed in American universities 
to participate with American colleagues in current fundamental 
scientific research as closely as possible related to their own 
fields of interest. Candidates must possess a doctoral degree in 
science or have equivalent experience. The Fellowships provide 
travel pay at the rate of $9 a day in the United States and 
certain other allowances. 
Application should be made before 7th December, 1954, to 
the Assistant Secretary, The Royal Society, Burlington House, 
London, W.1, from whom fuller particulars and forms of appli- 
cation may be obtained. Results of applications may not be 





announced until May, 1955. 


€ 





INSTITUTE OF ORTHOPEDICS 
ROYAL NATIONAL ORTHOPDIC HOSPITAL, 
234, Great Portland-street, W.1 


(UNIVERSITY OF LONDON) 


COURSE ON DISORDERS OF JOINTS 
15TH-20TH NOVEMBER 

Fractures into joints (L) sm Mr. P. H. NEWMAN 
Manipulation of joints (D) as Mr. H. J. BURROWS 
Arthrodesis/Arthroplasty (L/D) . Mr. K. I. Nissen 
Internal Derangement of pase (L D)- - Mr. R. YY. PaTon 
Ankylosing Spondylitis (LD) .. - Prot. B. Ww. WINDEYER 
Rheumatotd arthritis (LD) rs .. Dr. R. NASSIM 


Mr. D. TREVOR 
paaeuniene (L). re. .. Mr. H. J. BURROWS 
Tuberculosis of spine (D) .. Mr. H, J. SEDDON 
Tuberculosis of hip and knee (D) Mr. J. A. CHOLMELEY 
The Pathology of Joint Diseases (LD). Dr. H. A. SIsSONs 
HaljJux valgus and rigidus (LD) Mr. G. L. W. BONNEY 
Loose bodies in joints (L) Mr. A. W. L. KESSEL 
Septic arthritis .. Mr. K. I. Nissen 
Chemistry of synovial fluid (LD) .. Dr. P. G. WALKER 
Aitiology and treatment of contrac-.. Mr. R. L. G. DAWSON 

tures (LD) 
Bacteriology of joint disease (LD) .. Dr. C. H. LAck 
General Management of joint tuber-.. Dr. F. H. STEVENSON 

culosis (LD) 
Spondylolisthesis (LD) i Mr. P. H. NEWMAN 
Intervertebral disc lesions (LD) Mr. V. LOGUE 

The fee for this course (including lunch and tea) is 7 guineas. 

Early apeiceten. should be made to the Dean at 234, Great 
Portland-street, W. 

DEPARTMENT OF ANIMAL PATHOLOGY 
©. AMBRIDG E 


CROOKES RESEARCH FELLOWSHIP 

Applications are invited for a Fellowship for research on 
piglet aneemia or related conditions. Crookes Laboratories Ltd. 
are providing a grant to cover salary and certain expenses for a 
period of 3 years. The Fellow may register as a research student 
thus becoming a candidate for the degree of Ph.D. A veterinary 
—— ation is an advantage but is not indispensable. Salary 
£7 


—£775. Further particulars may be obtained from the 
Secretary, Department of Animal Pathology, Milton-road, 
Cambridge. 


Applications, with the names of 3 referees, should be sent to 
the Secretary before 30th November, 1954. 
MARLBOROUGH DAY HOSPITAL 
38, Marlborough-place, N.W.8 


General practitioners and professional people in the mental 
health field are invited to LECTURES held at the Marlborough 
Day Hospital on the first MONDAY of every month at 8.15 P.M. 

On MONDAY, 1ST NOVEMBER, Dr. SPENCER PATERSON will 
speak on the ‘* Psychiatric Diagnosis in the hands of the General 
Practitioner.”’ 

On MONDAY, 6TH DECEMBER, Mr. GEOFFERY KNIGHT and 
Dr. JoSHUA BIERER will speak on ‘‘ The Indication for and the 
Value of the Orbital Undercutting Operation in Psychiatric 
Treatment.”’ i WT ean la iets 3. ied 
INSTITUTE OF OPHTHALMOLOGY. 
LONDON.) Avplic ations are invited for the post of Full-time 
ASSISTANT PATHOLOGIST. The essential duties are those 
of general routine clinical pathology but the post offers excep- 
tional opportunities for research. Previous experience in ocular 
pathology is not necessary. According to age and experience 
the post will be either in the grade of Senior Lecturer, salary 
scale commencing at £1250, rising by annual increments of 
106 to £1750 p.a., or of Junior Lecturer, salary scale commencing 

£900, rising by annual increments of £100 to £1100 p.a. The 
peat requires membership of the appropriate superannuation 
scheme. Family allowances are admissible. 

Applications, together with copies of 3 recent testimonials, 
should reach the undersigned not later than 15th November, 
1954. C. F. SEATH, Secretary. 

Institute of Ophthalmology, Judd-street, W.C.1 





(University of 


UNIVERSITY OF LONDON KINQ’S COLLEGE invites 
applications from graduates with medical qualifications for the 
post of LECTURER IN ANATOMY. The appointment will 
date from ist January, 1955. It will be on the Junior Lecturer 
scale of £600-—£50-—£750, with ‘amily allowances and F.S.S.U, 
benefits. 

Particulars and application forms should be obtained from the 
Registrar, King’s College, Stra .C.2, whom completed 
applications should reach by 22nd November. 


THE UNIVERSITY OF LEEDS. Department of 
PSYCHIATRY. Applications are vited for appointment as 
ASSISTANT LEC TURER or LECTURER IN CLINICAL 
PSYCHOLOGY at a salary on the scale £500-£25-£550 for an 
Assistant Lecturer or £550—£50—£1100 a year for a Lecturer, 
according to qualifications and experience. _ , ; 
Applications (3 copies), stating date of birth, qualifications, 
and experience, together with the names of 3 referees, should 
reach the Registrar, The University, Leeds, 2 (from whom 
further particulars may be obtained), not later than 29th 
November, 1954. 
THE UNIVERSITY OF LEEDS. Department ot Ubstetrics 
AND GYNASCOLOGY. Sine are invited for appoint- 
ment as Temporary LECTURER in the Department of Obstet- 
rics and Gynecology for a period of 2 months froin a date in 
the first half of January, at a salary at the rate of £1000—£1500 
a year, according to qualifications and experience. The appoint- 
ment offers ample clinical as well as teaching experience. 
Applications (3 copies), stating date of birth, qualifications 
and experience, together with the names of 3 referees, should 
reach the Registrar, The University, Leeds, 2, not later than 
22nd November, 1954. 
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KING’S COLLEGE HOSPITAL MEDICAL SCHOOL, 
Denmark Hill, S.E.5. Applications are invited from registered 
medic ~~ prac titioners. for the post of LECTURER IN MORBID 
ANATOMY. Salary in the range of £900-£1100 p.a., plus 
Sapebenauation and family allowances. 

Applications (8 copies), together with the names of 3 referees, 
to the Secretary within 2 weeks of the appearance of this 
advertisement. 


Hospital Services : Senior Appointments 
NORTH EAST METROPOLITAN REGIONAL HOS- 


PITAL BOARD. 

(1) Full or Maximum Part-time CONSULTANT RADIO- 
THERAPIST, North Middlesex Hospital and Annexes, N.18. 
To take charge of — department, which is a Regional sub- 
centre for radiothera’ 

(2) Full-time CONSULTANT PATHOLOGIST, Chelmsford 
Group of hospitals, Essex. Preference will be given to candidates 
with histological experience and higher qualifications. 

(3) Full-time ASS'TSTANT CHEST PHYSICIAN (Senior 
Hospital Medical Officer grade), Broomfield Hospital, Chelms- 
ford, Essex. Special experience in chest diseases essential. 
The Hospital has 330 Beds and duties include work in chest 
clinic, Mass Radiography Unit, pre- and post-operative care of 
tuberculous and other thoracic surgery cases. 

Appiieations (6 copies), and names of 3 referees, should reach 

the Secretary, 11A, Portland-place, London, W.1, by Saturday, 
13th November, 1954. 
ROYAL MASONIC HOSPITAL, Ravenscourt Park, 
London, W.6. Applications are invited from Fellows of 1 of 
the Royal Colleges of Surgeons for the appointment of CON- 
SULTANT SURGEON at the above Hospital] as from Ist April, 
1955. Candidates must be engaged in consulting practice and 
well established in their profession. 

Applications, giving detailed information, and the names and 
addresses of 3 referees, should reach the undersigned (from 
whom further information may be obtained) on or before 
30th November, 1954. 

R. E. Lawson, Secretary and House Governor. 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited from registered medical B agree we for the post of 
CONSULTANT ANASSTHETIST (part-time) to the Royal 
Free Hospital Group to work at “ Hampstead Genera! Hospital. 
Duties to commence Ist h, 1955 

Applications, stating details a qualifications, experience, and 

iving the names of 3 referees. should be forwarded to the 

retary to the Board of Governors, The Royal] Free Hospital, 
hf 's Inn-road, London, W.C.1, not later than 30th November, 

















SOUTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD requires Part-time CONSULTANT OPHTHAL- 
MOLOGIST (3 half-days per week) for the Lambeth Group. 
Hoe — Unit is closely associated with the Royal Eye 
O08 

Applications (5 copies), giving date of birth, qualifications, 
experience, and names of 3 referees, to Secretary (8.1), South 
West Metropolitan ae mgs Hospital Board, 11a, Portland-place, 
W.1, by 27th November, 1954. Applicants may visit hospitals 
by local arrangement. 


BIRMINGHAM RE REGIONAL “HOSPITAL BOARD. 
New Cross Hospita olverhampton 
Part-time CONSULTANT “SURGEON Pa notional half-days 
weekly). Duties include emergencies. Higher qualification and 
wide experience specialty required. 
Birmingham (Mental A) Group of hospitals 
Whole-time CONSULTANT PSYCHIATRIST. Duties at 
Winson Green Hospital and Uffculme Early Treatment Hospital, 
which is being developed as a Clinical Research Centre in con- 
junction with the Department of Experimental Psychiatry, 
University of Birmingham. Interest in and experience of 
research in preventive psychiatry an advantage 
Applications (15 copies), stating name, age, nationality, 
qualifications, present and previous appointments, and details 
of 3 referees, to Secretary, 10, Augustus-road, before 15th 
a ee maa 1954. Candidates may visit hospitals by appoint- 
men 


BIRMINGHAM REGIONAL HOSPITAL BOARD. 
Whole-time ASSISTANT CHEST PHYSICIAN  (€1500- 
£1950 p.a.). Duties as Deputy Medical Superintendent of Group 
Sanatoria (total 280 Beds, including 60 children) (9/11ths) and 
also at Chest Clinic, Dudley (2/1liths). House available, Prest- 


wood. 

Applications (15 copies) to Secretary, 10, Augustus-road, 
Birmingham, 15, before 8th November, 1954. Candidates may 
visit Hospital. a 
CHELMSFORD, ESSEX. BROOMFIELD HOSPITAL. 
Experienced Locum Tenens SENIOR HOSPITAL MEDICAL 

ER required from 20th November. Unit has 330 beds 
for po pM sees nt of nie Ban ek tuberculosis in ph. of tubercu- 
lous and non-tuberculous thoracic surgery, chest clinics and mass 
radiography 

Apply Physician- -Superintendent. 











LIVERPOOL REGIONAL HOSPITAL BOARD. Regional 
CARDIOLOGICAL CENTRE. Applications are invited for the post 
of Part-time SENIOR C ONSUT sTANT PHYSICIAN giving 3 
notional half-days weekly at the Regional Cardiological Centre 
situated at Sefton General Hospital. Applicants should be of 
senior status and should have a special knowledge of cardiology. 
The person appointed will be required to share in the clinical 
and scientific investigations of the Centre and to act as immediate 
Deputy to the Senior Consultant Physician-in-charge. 

Forms of application from, and to returned to, Dr. T. Lloyd 
Hughes, Senior Adininistrative Medical Officer, Liverpool 
Reg.onal Hospital Board, 19, James-street, Liverpool, 2, to 
received not later than 20th November, 1954. 

VINCENT COLLINGE, Secretary to the Board. 





LEEDS REGIONAL HOSPITAL BOARD. Applications 
invited for the following appointments : 

SENIOR CASUALTY OFFICER (whole- time) for duties at 
the Royal Halifax Infirmary. The appointment will include 
duties in casualty and orthopedic surgery at the above Hospital 
with associated ward and operating duties under the general 
supervision of the Consultant-in-charge. The person appointed 
wil] be required to reside in Halifax. 

The salary for the above appointment will be within the 
range of £1500-£1950 p.a. and the tenure of the post will be 
for a period not exceeding 4 years. 

Part-time CONSULTANT (9 sessions per week) in Pathology 
for duties at hospitals in the Bradford area. The person appointed 
to reside in Bradford. 

Applications (12 copies), stating age, qualifications, details 
¢ appointments held showing dates, with names and addresses 
of 3 referees, to the Secretary, Park-parade, POD before 
20th November, 1954. 


MANCHESTER REGIONAL HOSPITAL BOARD. 

(a) Whole-time Additional CONSULTANT PATHOLOGIST 
to the Bolton and District Hospital Centre (Group Laboratory 
at Bolton Royal Infirmary). Experience of rv branches of 
hospital pathology desirable. 8th November, 195 

(6) Whole-time Additional CONSULT ANT CHILD 
PSYCHIATRIST principally at Booth Hall (Children’s) Hos- 
pital, Manchester, the main centre in the Region. Appointee 
may also be required to undertake clinic duties amounting to 
about 3 half-days a week in Salford and Stockport. Wide 
experience and ood training essential. 15th Nove mber, 1954. 

(c) Whole-time NON-RESIDENT ASSISTANT ANZS- 
THETIST to the Lancaster‘and Kendal Hospitals (Royal 
Lancaster Infirmary, Queen Victoria Hospital, Morecambe, 
and Westmorland County Hospital, Kendal) and at Lancaster 
Moor Hospital. Qualification in aneesthetics desirable. Successfui 
candidate will work under general guidance of Consultants 
and will be voguired to live in or very near Lanenator. Salary 
£1500 (at age 32)-£50-£1950 p.a. 15th November, 1 

(d) Whole-time RES IDENT ASSISTANT PHYSICIAN 
(infectious diseases) at Ladywell Hospital, Salford, with some 
duties at Astley Hospital, Wigan. Good experience in general 
medicine, and particularly diagnosis and treatment of 
infectious diseases, essential. It may be necessary for the 
successful candidate to hold the post in a non-resident capacity 
in the first instance. Salary £1500 (at age 32)-£50-£1950 p.a. 
15th November, 1954 

Application forms from the Senior Administrative Medical 
Officer of the Board, Cheetwood-road, Manchester, 8, to be 
returned by dates stated 
NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. 

(1) ASSISTANT PHYSICIAN in Physical Medicine (part- 
time). Duties at Mount Vernon Hospital, Northwood (555 
Beds), for 4 half-days a week, and Northwood, Pinner and 
District Hospital (36 Beds) for i half-day a week. Salary scale 
£1500 (unless below age 32)-£1950. 

Applications by 9th December, 1954. 

(2) CONSULTANT PHY SICIAN (part-time) for 7 half-days 

week at Barnet General Hospital, Wellhouse-lane, Barnet 
(478 Beds). Successful candidate required to live within easy 
reach of the Hospital. 

Applications by 7th December, 1954. 

Hospitals may be visited by direct appointment. 

Application forms obtainable from, and returnable to, 

Secretary, North West va ropolitan Regional Hospital Board, 
11a, Portland-place, : 
NEWCASTLE NEGIONAT HOSPITAL BOARD. Special 
AREA OF CUMBERLAND AND NORTH WESTMORLAND. ASSISTANT 
PATHOLOGIST (Senior Hospital Medical Officer grade) with 
special interest or training in bacteriology, whole-time, non- 
resident, for duties in the Laboratories of the hospitals in 
Cumberland and North Westmorland, the main laboratory being 
at the Cumberland Infirmary, Carlisle. Further particulars 
can be obtained from Dr. Steven Faulds, Director of Pathology, 
Pathological Laboratory, Cumberland Infirmary, Carlisle. 

Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total] of 3, to be sent to the 
Senior Administrative Medical Officer, 1, Lonsdale-street, 
Carlisle, within 28 ove. 

SHEFFIELD REQ NAL HOSPITAL BOARD. Whoie- 
time SENIOR CASUALTY OFFICER for Derbyshire Royal 
Infirmary. Married accommodation available. Salary within 
by ) range £1500-£1950. Tenure for a period not exceeding 


Application forms and further details from Senior Administra- 
tive Medical Officer, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, 10. Forms to be returned by 20th 
November, 1954. 


SHEFFIELD REGIONAL HOSPITAL BOARD. Locum 
ASSISTANT CHEST PHYSICIAN required immediately for 
Doncaster Area for 3 months in first instance. Remuneration 
at rate of 314 guineas per week. 

Apply Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, naming 2 referees. 
AUSTRALIA. THE ROYAL WOMEN’S HOSPITAL, 
MELBOURNE, AUSTRALIA. (6700 confinements annually.) The 
post of ASSISTANT PATHOLOGIST will become vacant 
early in 1955. The Department of Pathology consists of 
Sections of Morbid Anatomy and Histology, Hematology, 
Bacteriology and Biochemistry. Jn the first-named section 
about 4500 specimens are examined annuall The salary will 
depend on qualifications and experience, but is likely to be 
about £A1500. 

Medica) graduates with some experience in morbid anatomy 
and histology and especially in hematology are invited to 
submit, as soon as possible, full particulars to the Director of 
Pathology, from whom further information may be obtained. 

A. J. CUNNINGHAM, Manager and Secretary. 
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NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for the whole-time post of CONSULTANT 
MEDICAL BIOCHEMIST to the Authority’s Central Labora- 
tory, 51, Lisburn-road, Belfast. The terms, conditions of service 
and remuneration for the post will be in accordance with the 
Authority’s application of the Spens report to Northern Ireland. 

Applications should be made on a form which may be obtained 
from the Secretary, Northern Ireland Hospitals Authority, 
Victory Buildings, 44/46. Queen-street, Belfast, and which must 
be returned to him so as to be received not later than 27th 
November, 1954. 

NORTHERN IRELAND HOSPITALS AUTHORITY. 
pee ations are invited for a post as CONSULTANT ANZAS- 

TiIfETIST to hospitals managed by the South Belfast Hospital 
Management Committee. The appointment will be on a part- 
time basis of 9 half-days of duty weekly and the terms and 
conditions wil) be in accordance with the application of the 
Spens report to Northern Ireland. 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44/46, Queen-street, Belfast, and to be returned not 
later than 27th November, 1954 
EAST PAKISTAN. DACCA MEDICAL COLLEGE 
HOSPITAL. Applications are invited for the post of SURGEON 
at the above Hospital for a 2-year appointment, Duties will 
include teaching and reorganising the Department of Surgery 
at the Hospital. This vacancy is to be filled by the United 
Kingdom Government as a contribution to the Pakistan Govern- 
ment under the Technical Co-operation Scheme of the Colombo 
plan. Upper age limit 50 years. Salary £2100-£2750 p.a. 
according to experience, plus tax-free oversea allowance £2350 
(married) or £1575 (single) p.a. Suitable accommodation 
available and rent allowance paid. Special clothing allowance. 
Free medical attention. Travel allowance for journeys on 
duty. First-class return passage for selected candidate and 
family. 

Write, giving full particulars of experience and qualifications, 

and the names of 3 referees, to the Secretary, Ministry of Health, 
Division 5a, Savile-row, London, W.1. Closing date for applica- 
tions 15th November, 1954. 
WESTERN AUSTRALIA. PRINCESS MARGARET 
HOSPITAL FOR CHILDREN, PERTH, WESTERN AUSTRALIA. The 
Board of Management invites inquiries from qualified medical 
practitioners for the whole-time post of PATHOLOGIST. 
Intending candidates must have previous experience and 
furnish details of higher qualifications. Salary £2500 (Australian) 
p.a.—subject to cost-of-living adjustments. Reasonable 
travelling expenses allowed if appointee enters into bond to 
serve for a minimum of 2 years. 

Inquiries as to further general and medical detail should be 
addressed, by air mail, to J. D. CLARKSON, Manager. 
WESTERN AUSTRALIA. ROYAL PERTH HOSPITAL. 
The Board of Menges nt invites applications for the position 
of Whole-time ASSISTANT RADIOLOGIST. Applicants 
must hold a Diploma in Medical Radiology (Diagnostic). Salary 
range £1870—£1920—-€1970-£2020 (Aust.) p.a., with periodical 
cost-of-living adjustment. Commencing salary rate is dependent 
upon qualifications and experience. 

Applications, detailing age, marital status, qualifications, 
experience, war service, &c., must reach the undersigned by 
3ist December, 19454. A memorandum of further particulars 
concerning this position will be supplied on request. 

JosEPH GRIFFITH, Administrator. 
NEW ZEALAND. COOK HOSPITAL BOARD, Gisborne, 
NEW ZEALAND. Applications, closing Friday, 19th November, 
1954, are invited from registered medical practitioners for the 
appointment of Full-time ANAESTHETIST. Salary in accord- 
ance with the Hospital E mploy ment Regulations. Salary rate for 
the following gradings : 

Senior Registrar £1048 5s.-£1163 5s. 

Junior Specialist £1352 128.-£1652 12s. 

Amounts quoted are in New Zealand currency. The position is 
non-resident. Gisborne. with a population of 21,000 is situated 
on the sea coast, and enjoys an ideal climate. 

Conditions of appointment will be supplied on application to 
the High Commissioner for New Zealand, 415, Strand, London, 

W.C.2, quoting reference No. A 3'65 10 and mentioning this 
paper. Applications to be sent direct to the Secretary, Cook 
Hospital Board, Gisborne, New Zealand. 


Hospital Services : Junior Appointments 


BROMPTON HOSPITAL, §.W:3. Applications are 
invited for the post of ASSISTANT RESIDENT MEDICAL 
OFFICER (Senior House Officer grade). Appointment is for 
6 months from Ist January, 1955. Experience in artificial 
pneumothorax essential and in E.N.T. work desirable. Duties 
also include work in Tuberculosis Dispensary and wards. 

Applications, stating age, qualifications with dates, nation- 
ality and appointments held together with copies of testi- 
monials, by 6th November, to— 

KENNETH A. F. MILES. House Governor. 

BATTERSEA GENERAL HOSPITAL, 8.W.11. House 
PHYSICIAN (resident or non-resident), not pre-registration, 
vacant 20th November. 

Apply Hospital Secretary, enclosing copies of 2 recent testi- 
monials. 
CENTRAL MIDDLESEX HOSPITAL, Park Royal, N.W.10. 
NORTH WEST METROPOLITAN REGIONAL HOSPITAL ROARD. 
REGISTRAR required in the E.N.T. Department. Whole- 
time, non-resident appointment for 1 year in first instance ; 
under supervision of visiting Consultant. Previous opera- 
tive experience desirable. Appointment is approved for 
F.R.C.S. (Eng.). Candidates are welcome to visit the Hospital 
by direct appointment with the Medical Director. 

Application forms obtainable from, and returnable to, Group 
Secretary, Central Middlesex Group Hospital Management 
Committee, Acton-lane, N.W.10, by 20th November, 1954. 
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ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited irom registered Women mcdical practitioners 
for the post of Full-time PATHOLOGICAL REGISTRAR 
(non-resident). Appointment for 1 year in the first instance, 
to commence Ist January, 1955. Salary in accordance with 
Ministry of Heajth scale for Registrars. 

Applications, with names of 3 referees, should be sent to the 
Secretary, Elizabeth Garrett Anderson Hospital, by 5th Novem- 
ber. 1954. 

a vegan fos GARRETT ANDERSON yr ee 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from pre-registration - Pogixtered ae n 
medical practitioners for the post of FIRST HOUS YSI- 

CIAN for Medicine and Peediatrics, to Some cubase Ist 
la 1955. Appointment for 6 months. Salary in accordance 
with Ministry of Health scale for House Officer 

Applications, with copies of 3 recent testimonials, should be 
sent to the Secretary, Elizabeth Garrett Anderson Hospital, 
by 10th November, 1954. 

ELIZABETH GARRETT ANDERSON HOSPITAL, 
Euston-road N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from pre-registration and re gixtcred Women 
medical practitioners for the post of SECOND HOUSE 
SURGEON Appointment for 6 months from Ist January, 19% 
Salary according to Ministry of Health scale for House Officers. 

Applications, with copies of 3 recent testimonials, should be 
sent to the Secretary, Elizabeth Garrett Anderson Hospital, 
by 10th November, 1954. 


ELIZABETH GARRETT ANDERSON "HOSPITAL, 
Euston-road, N.W.1. (ROYAL FREE HOSPITAL GROUP.) Applica- 
tions are invited from pre-registration and registered Women 
medical practitioners for the post of OBSTETRIC HOUSE 
SURGEON (recognised for the M.R.C.0.G.). Duties to com- 
mence Ist January, 1955. Appointme nt for 6 months, Salary 
in accordance with Ministry of Health scale for House Officers 

Applications. with copies of 3 recent testimonials, to ~ 
sent to the Secretary, Elizabeth Garrett Audcrson Hospital, 
by 10th Noveinber, 1954. 


GROUP LABORATORY, MILE END HOSPITAL, 
Bancroft-road, London, E.1. RESIDENT ASSISTANT 
PATHOLOGIST (Senior House Officer grade). Previous 
experience an advantage but not essential. Laboratory recog- 
nised for Diploma of Pathology and is weil equipped with 
excellent training facilities. Post tenable for 1 year in first 
instance, 

Applications, stating age, nationality, qualifications, and 
experience, together with names of 2 referees, to the Secretary, 
Stepney one? Hospital Management Committee, Raine-street, 
Wapping, E.1. 


HAMMERSMITH HOSPITAL AND oe emer rst: 
MEDICAL SCHOOL, Ducane-road, London. W 
Whole-time NON-RESIDE os T RE GIST RAR (general 
surgery ) required Ist Janua 
Whole-time NON-RESIDEN T ‘REGISTRAR (orthopeedics ) 
required Ist December. 
HOUSE SURGEON (general surgery ) required Ist December. 
Applications. stating age, qualifications, experience, names of 
2 referees (copies of 2 recent testimonials for House Surgeon 
post), to Secretary, Board of Governors by 8th November. 


HAMMERSMITH HOSPITAL AND POSTGRADUATE 
MEDICAL SCHOOL, Ducane-road, London, W.12. 

8 HOUSE PHYSICIANS (general medicine) required, 4 
Ist January, 4 Ist February. 

HOUSE PHYSICIAN required Ist January for duties in 
tuberculosis wards and the chest clinic, dealing with all types 
of roe E disease. 

HOU PHYSIC cAN. (peediatrics) required Ist Jennaee. 
Post on Th te! for D.C, 

Applications, stating a. qualifications, experience, copies 

of 2 recent testimonials, to Secretary, Deard “of Governors, by 
13th November. 
HACKNEY HOSPITAL, London, €E.9. (General—844 
Beds.) Applications from registered medical practitioners for 
the posts of HOUSE OFFICERS (t!.ird post—casualty) (1 with 
additional duties x* the Skin Department and 1 with additional 
duties in the E.N.T. Department), should be sent as soon as 
possible to the Group Secretary at the above address, 


HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 60, 
Grove End-road, London, N.W.8. Applications are invited from 
registered medical practitioners (Male) for the appointment of 
HOUSE SURGEON, to become vacant forthwith. Appointment 
will be for a period of 6 months. Salary is at the rate of £350—£400 
p.a., according to posts previously held. 

Applications to the Secretary, together with copies of 3 recent 
testimonials. 
pag apt CHEST HOSPITAL. Hospitals for Diseases 

TUK CHEST. Applications are invited for the appointment of 

RESIDENT MEDICAL GFFICER. Appointment for 1 year 
from Ist January, 1955, and graded ar Registrar. 

Applications, stating >», qualifications with dates, and 
previous appointments held, with copies of 3 testimonials, 
agg be sent to the undersigned not later than 13th November, 

HOMAS BrRowN, House Governor. 
con Chest Hospital, E.2. 








LONDON ge HOSPITAL. | ~ Hospitals for Diseases 
OF THE CHEST. neies oecur Ist December, 1954, for 
RESIDENT HOUSE. PHY: SICIAN. Appointments for 6 months, 
4 in London, 2 at the Country Branch, near Letchworth, and 
posts are graded as House Officer. Duties include work in the 
Outpatient Department and Refill Clinic as well as in wards. 
Applications, stating age, qualifications with dates, and 
previous appointments held, with copies of 3 testinionials, should 
be forwarded at once to THOMAS Brown, House Governor. 
London Chest Hospital, E.2. 
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LONDON HOSPITAL, Whitechapel, E.1. Applications 

are invited for the following SENIOR HOUSE OFFICER 

appointments becoming vacant on Ist January, 1955 :— 
Cardiac. Radiotherapy. 

Gynecology. Angesthetics. 

Venereal Diseases. Receiving Room. 

In view of the nature of the duties attached to the Receiving 
Room post, preference will be given to applicants who have held 
@ previous appointment at the Hospital and the tenure will be 
6 months only. 

Applications (6 copies), giving full particulars, together with 
6 copies of 3 recent testimonials, should be received by the 
House Governor by 12th November. 1954. 

H. BRIERLEY, House Governor. 
LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for 2 Part-time SENIOR REGISTRARS to the 
Ophthalmic Department becoming vacant on Ist January, 
1955. Candidates must be Fellows of the Royal College of 
Surgeons. The successful candidates will be required to attend 
on 3 half-days per week each. 

Applications (12 copies), giving the names and addresses of 
3 referees, should be received by the House Governor by 22nd 
November, 1954. . BRIERLEY, — aaa 
LONDON HOSPITAL, Wilisakanal, Ee. plications 
are invited for the post of SENIOR HOU ‘SE OFFIC ER to 
Surgical Outpatients D gt te The appointment becomes 
vacant on 6th December, 195 

Applications (6 copies), otvine full particulars, together with 
6 copies of 3 recent testimonials, should be received by the 
House Governor. by 12th November, 1954. 

H. BRIERLEY, House Governor. 
METROPOLITAN EAR, NOSE AND THROAT HOS- 
PIT AL sal 3 Mary Abbots Hospital, Marloes-road, Kensington, 
iAM AND KENSINGTON HOSPITAL MANAGEMENT 
COMMITTEE. "HOU SE SURGEON re quire d immediately (E.N.T. 
experience desirable). Hospital recognised for D.L.O. Resident 
appointment for 6 months in first instance. 

Applications to be submitted by 5th November, 1954, on forms 
obtainable from the Hospital Secretary (L.38), St. Mary Abbots 
Hospital. 

MIDDLESEX HOSPITAL, W.1. Applications invited for 
post of REGISTRAR in Department of X-ray Diagnosis. 

Application forms obtainable from Deputy Superintendent, 
should be submitted, naming 2 referees, by 13th November. 
MILE END HOSPITAL, Bancroft-road, E.1. (Obstetric 
beds 60 ; Gynecological beds 31.) Applications are invited for 
the post of SENIOR HOUSE or. a (obstetrics and gynreco- 
logy). Post recognised for M.F 

Application forms Be Be yal the Physician-Superin- 
tendent to be returned by 11th November with copies of not 
more than 3 testimonials. = 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
Applications are invited from registered medical practitioners 
for the post of RESIDENT PASDIATRIC HOUSE PHYSICIAN 
(third post) for a period of 6 months commencing 5th December, 
1954. Post recognised for D ° 

Application form from Secretary, Tottenham Group Hospital 

Management Committee, The Green, N.15, to be returned by 
13th November, 1954. . 
PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
(219 Beds.) Applications are invited from qualified medical 
prac titioners for appointment as RESIDENT JUNIOR HOUSE 
SURGEON for Casualty (pre-registration first or second post) 
for a period of 6 months, vacant 15th December, 1954. 

Application form from the Secretary, Tottenham Group 
Hospital Management Committee (Group 4), The Green, N.15, 
to be returned by 13th November, 1954. hy: 
PRINCE OF WALES’S GENERAL HOSPITAL, 
(219 Beds.) Applications are invited from qualified medical 

ractitioners for appointment as RESIDENT JUNIOR HOUSE 
2HYSICIAN (pre-registration first or second post) for a period 
of 6 months, vacant 22nd December, 1954. 

Application form from the Secretary, Tottenham Group 
Hospital Management Committee (Group 4), The Green, N.15, 
to be returned by 13th November, 1954. 

PRINCE OF WALES’S GENERAL HOSPITAL, N.15. 
CLINICAL ASSISTANTS. Applications are invited from 
registered medical practitioners for appointment to the under- 
mentioned unpaid Clinical Assistant posts in the following 





N.15. 








Departments, from Ist January, 1955: Pediatric, Gyneco- 
logical, Neurological, General Surgical, General Medicine, 
Ophthalmic, Genito-urinary, Dermatological and Psychiatric. 


Applications to the Secretary, Tottenham Group eT 
Managemeat Committee, The Green, Tottenham, N.15, 13th 
November, 1954. For further details apply to Hospitel. Ta 
PADDINGTON GENERAL HOSPITAL, Harrow-road, 
W.9. Applications are invited for,the undermentioned posts 
commencing Ist December, 1954. Preference will be given to 
pre-registration candidates where appropriate :— 

2 HOUSE SURGEONS (generat surgery). Pre-registration 

posts. Recognised for F.R.C.S 

2 HOUSE SURGEONS (obstetrics and gynecology). 

1 pre-registration post. Both recognised for M.R.C.0.G 

4 HOUSE PHYSICIANS (general medicine). Pre-registration 

osts. 

Applications, stating age, qualifications, medical school, 
experience, together with names and addresses of 2 referees, to 
reach Secretary to Committee by 8th November, 1954. 





ROYAL MARSDEN HOSPITAL, Fulham-road, London, 
S.W.3. Applications are invited from registered medica] prac- 
titioners for the 2 posts of HOUSE SURGEON (resident). 
Salary £525 p.a. The posts are tenable for 6 months from 
28th November and 13th December, 1954, respectively. 

Forms of application are obtainable from the House Governor 
to whom applications, together with copies of 3 recent testi- 
monials, should be sent not later than Friday, 12th November. 








ROYAL NATIONAL THROAT, NOSE AND EAR HOS- 
PITAL, Gray’s Inn-road, W.C.1, and Golden-square, W.1. There 
will be a vacancy for an ANASSTHETIC REGISTRAR (resident 
or non-resident) as from 20th December, 1954, to work as 
required at both hospitals. Applicants should have had some 
special experience in anesthesia and preferably should hold, or 
be working for, a higher qualification in that specialty. Registrar 
grading and salary in accordance with the terms and conditions 
of service under the Nationa! Health Service Act. 

Applications, giving full particulars of age, qualifications and 
experience, with the names of 2 referees. should be sent to the 
House Governor by 8th November, 1954. 

ROYAL NORTHERN HOSPITAL, Holloway, ppli- 
cations are invited for the post of HOUSE P HY Src: [AN ‘oak 
registration), vacant on 7th December, 1954. 

Applications to be 

November, 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited from Men and Women medical practitioners for the 
appointment of ANESTHETIC REGISTRAR (resident). 
Applicants should possess the D.A. qualification. The appoint- 
ment is for 1 year in the first instance, duties to commence on 
ist January, 1955. Salary and conditions of service in accord- 
ance with the terms and conditions of service laid down by the 
Ministry of Health. 

Application forms may be obtained from the Secretary to the 

Board of Governors, Royal Free Hospital. Gray’s Inn-road, 
W.C,1, to whom they should be returned not later than 5th 
November, 1954. 
ROYAL FREE HOSPITAL GROUP. Applications are 
invited for the post of SENIOR*GYNAZCOLOGICAL REGIS- 
TRAR to the Gynecological and Obstetric Department. The 
post is full time and recognised under the Senior Registrar 
establishment. Duties to commence Ist February. 1955. Candi- 
dates should be Members of the Royal College of Obstetricians 
and Gynecologists. 

Applications, together with the names of 3 referees, should 
be sent to the Secretary to the Board of Governors, Koyal Free 
1 gua Gray’s Inn-road, W.C.1, not later than 19th November, 

54. 

ST. GEORGE’S HOSPITAL, S.W Applications are 
invited for the post of Part-time C isu AL TY OFFICER 
for duty at the Victoria Hospital for Children, Tite-street, 
Chelsea, S.W.3, for,a period of 6 months. from Ist January, 
1955. The hours of duty are from 9 A.M. to 1 P.M., Monday— 
Saturday inclusive, and the salary will be proportionate to the 
whole-time scale for House Officers. Previous experience in 
peediatrics is desirable. 

Applications, giving details of age, education, qualifications, 
experience, and the names of 2 referees, should reach the under- 
signed not later than 12th Novembe r, 1954. 

. H. CONSTABLE, House Governor. 
ST. GEORGE’S HOSPITAL. 8.W.1. Applications are 
invited for the post of HOUSE Pp HYSICIAN (resident) at the 
Victoria Hospital for Children, Tite-street, Chelsea, S.W.3, for 
6 months with effect from Ist January, 1955. Applicants should 
preferably have held at least 1 post as House Officer. 

Applications, giving details of age. education, experience, 
and the names of 2 referees, should reach the undersigned not 
later than 12th November, 1954. 

P. H. ConsTaBLe, House Governor. 

ST. GEORGE’S HOSPITAL, S.W.1. Applications are 
invited for the post of SENIOR HOUSE OFFICER to the 
Special Unit at the Grove Hospital, Tooting. London, 8.W.17. 
This is an active unit, engaged on the medical and surgical 
treatment of patients with thoracic disease. The post is the 
senior of 2 resident posts, and the successful candidate would 
be required to take up duty on Ist January. 1955. 

Applications, giving details of age, education, qualifications, 
experience, and the names of 2 referees, should reach the under- 
signed not later than 21st November, 1954. 

. H. ConstTaBLr, House Governor. 

ST. BARTHOLOMEW’ s HOSPITAL, E.C.1 pli- 
cations are invited for the post of SENTOR REG ISTRAR 
(whole-time) in the Dental Department. Duties include every 
branch of dental and oy surge ry, Robes 4 orthodontics and 
prosthetics. Applicants should possible hold a medical 
qualification or a higher dental Ms e in addition to a registered 
dental qualification. The appointment is for 4 years, subject to 
annual re-election, and the remuncration will be in accordance 
with the Ministry of Health scale for Senior Registrars. 

Applications, with the names of 3 referees. should be submitted 
to the eacweciomn?, not later than 16th November, 1954. 

. ©. CaRUS-WILSON, Clerk to the Gove rnors. 
sT. BANTHOCOMES S HOSPITAL, E.C.1. A vacancy 
will arise on Ist January, 1955, for a RESIDE NT DENTAL 
HOUSE SURGEON, holding a dental qualification with, if 
possible, an additional qualification. The appointment, which is 
recognised by the Royal College of Surgeons for purposes of the 
Fellowship in Dental Surgery, will be for 6 months in the first 
instance, and the holder will gain experience in al) branches of 
dental and oral surgery. 

Applications should be submitted to the undersigned, with 
copies of 2 testimonials, by 22nd November, 1954 

C. C. Carts-WILson, Clerk to the iovernors, 

ST. MARY'S HOSPITAL, W.2. Applications are invited 
for the post of RESIDENT HOUSE PHYSICIAN to the Neuro- 
logical, Dermatological and Venereological Departments, for 
which either pre-registration interns seeking their second House 
Officer appointment, or post-registration candidates, are eligible 
to apply. The appointment is for a period of 6 months with 
effect from Ist December, 1954. 

Applications, stating nationality, date of birth, permanent 
address, qualifications, with dates and details of previous 
appointments, together with names and addresses of 3 referees, 
should reach ALAN PowpitcH, House Governor, by 6th 
November, 1954. 


sent to the Hospital Secretary, by 6th 
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ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of Whole-time SENIOR REGISTRAR in Bacteri- 
ology to St. Mary’s Hospital Group. The successful candidate 
will be required to devote 8 notional half-days per week to St. 
Mary’s Hospital and the remaining 3 notional half-days to the 
Samaritan and Western Ophthalmic Hospitals. The appoint- 
ment is for a period of 12 months from Ist January, 1955, and 
the holder will be eligible for re-election. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, and details of previous and 
present appointments, together with the names and addresses 
of 3 referees, should reach ALAN PowpbiITcH, House Governor, 
by 16th November, 1954 
ST. MARY’S HOSPITAL, W.2. Applications are invited 
for the post of HOUSE OFFICER to the Almroth Wright Ward, 
for which either pre-registration candidates seeking their second 
House Officer appointment, or post-registration candidates, 
are eligible to apply. The appointment is for a period of 6 months 
with effect from 21st December, 1954. 

Applications, stating nationality, date of birth, permanent 
address, qualifications, with dates and dctails of previous 
appointments, together with the names and addresses of 3 
referees, should reach ALAN PowpbitTcH, House Governor, by 
6th November, 1954. 
ST. MARY'S HOSPITAL CHILDREN’S DEPARTMENT, 
Princess Louise (Kensington) Hospital for Children, St. Quintin: 
avenue, W.10. HOUSE OFFICER required (sec ond or third 
post —medical), vacant Ist December, 1954. Pre-registration 
(second post) candidates considered. Recognised for the D.C.H. 

Applications to the undersigned not bed than 5th November. 

. YOUNG, Seerctary. 

ST. JAMES’ HOSPITAL, Sacateid Fond, Balham, 8.W.12. 
Applications are invited from registered medic al practitioners for 
post of Part-time CLINICAL ASSISTANT (1 session weekly, 
Thursday afternoon) in Ophthalmic Department at above 
Hospital. Salary £175 p.a. 

Applications, giving full details to Group Secretary, Wands- 
worth Hospital Group, by 6th November. 


ST. ANN’S GENERAL HOSPITAL, ‘N.A15. ~ Applications 
are invited from registered medical prac titioners for the appoint- 
ment of RESIDENT HOUSE SURGEON (third post) for a 
period of 6 months from 14th December, 1954. 

Application form from Secretary, Tottenham Group Hospital 

Management Committee, The Green, N.15, to be returned by 
13th November, 1954. 
ST. STEPHEN'S HOSPITAL, Fulham-road, Chelsea, 
S.W.10. HOUSE SURGEON (obstetrics and gynecology), 
resident. Pre-registration (not suitable for first appointment). 
Vacancy 7th December, 1954. Post recognised for D.Obst. 
R.C.0.G. but not for M. R.C.0.G 

Apply, naming 2 referees, to Viedical Superintendent. 
TOTTENHAR GROUP HOSPITAL MANAGEMENT 
COMMITTEE, The Green, N.15. RESIDENT OBSTETRIC 
HOUSE OF FICERS (third post) required at Bearsted Memorial 
Hospital (Jewish Maternity Hospital), Lordship-road, N.16, and 
The Green, Hampton Court, for 6-month posts commencing 
ist January, 1955. Previous obstetric experience an advantage 
Recognised for the D.Obst.R.C.0.G. 

Application forms from the Group Secretary, which should 
be returned at once. 

WESTMINSTER HOSPITAL, St. John’s-gardens, 8.W.1 
Applications invited for post of SENIOR HOUSE OFFICE R 
to Anesthetic Department for 1 year from Ist January, 1955. 
Candidates should have held 2 house appointments. 

Applications (8 copies), with names of 2 referees, to House 

Governor by 11th November. 
WEST HAM QROUP HOSPITAL MANAGEMENT 
COMMITTER, Stratford, London, E.1 2 ANASTHETISTS 
(resident ; Senior House Officer grade) for 12 months from 
lst December. 6 months duty at Queen Mary’s Hospital for 
the East End followed by 6 months at East Ham Memorial 
a - or vice versa, Combined post recognised for 
F.F.A ».8. 





Aueiodiens, with names of 3 referees, to Group Secretary, | 


West Ham Group Hospital Management Committee, Stratford, 
E.15. by 6th November, 1954. 
WANDSWORTH HOSPITAL GROUP. South West 
LONDON MASS X-RAY SERVICE based at Grove Hospital, Tooting, 
S.W.17. Applications are invited for the temporary post of 
Full-time M DIC AL RESEARCH ASSISTANT to the Medical 
Director for research in connection with a mobile Schonander 
Unit for 1 year in the first instance at a salary of £850 p.a. 
Previous experience in chest radiology or mass radiography 
would be an advantage, 

Applications to be sent within 3 weeks of advertisement to 
Group Secretary, St. James’ Hospital, Balham, S.W.12. 
WHITTINGTON HOSPITAL, Highgate Hill, N.19. 
MEDICAL REGISTRAR required vacant Ist January, 1955, 
General medical unit with special interest in endocrine disorders 
including diabetes. Hospital may be visited by direct appoint- 
ment with Medical Superintendent. 

Application forms obtainable from, and returnable to, 
Secretary, Archway Group Hospital Management Committee, 
46, Cholmeley-park, London, N.6, by 10th November, 1954. 
AYLESBURY, BUCKINGHAMSHIRE. TINDAL 
GENERAL HOSPITAL. (260 Beds.) HOUSE PHYSICIAN (Chest 
Unit), Male or Female. Pre-registration post, but registered 
practitioners invited to apply. Vacant 3rd January, 1955. 
Duties include care of about 25 chest cases (including tuberculosis 
chalets) and 4 clinics weekly, including refills, forming a pro- 
gressive chest unit for the Aylesbury area. Instruction in 
bronchoscopy and bronchography given. An acute Geriatric 
Unit (27 beds) and a medical outpatient clinic give general 
medical experience. No casualty department. 

Please apply, with 2 testimonials, to the Administrative 
Officer as soon as possible. 
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ABERDEEN ROYAL MENTAL HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER required for a period of 12 
months with eligibility for reappointment thereafter. National 
Health Service scale and conditions (£775-£50-£1075). Deduc- 
tion of £150 p.a. if resident. 

Applications, with details of age, present post, &c., to the 
Physician-Superintendent, Royal Mental Hospital, Cornhill- 
road, Aberdeen, within 2 weeks of the appearance of this notice. 
ASHFORD HOSPITAL, Ashford, Middlesex. Staines 
GROUP HOSPITAL MANAGEMENT COMMITTEE. Required, NON- 
RESIDENT SENIOR HOUSE OFFICER for Pathological 
Laboratory. Previous clinical experience essential but patho- 
logical experience not essential. Post vacant January, 1955. 

Applications, stating age, qualifications and previous experi- 
ence, with copies of up to 3 recent testimonials, to Medical 
Director of Hospital. 

BARROW-IN-FURNESS. NORTH LONSDALE HOS- 
PITAL. BARROW AND FURNESS HOSPITAL MANAGEMENT COM- 
MITTEF. Applications are invited for a post of SENIOR HOUSE 
SURGEON at the above Hospital. Post recognised for F.R.C.S 
National conditions and salary scale. 

Applications to Group Secretary, 52, Paradise-street, Barrow- 

in-Furness. 
BARNSTAPLE. NORTH DEVON INFIRMARY. (Central 
Group Hospital of 110 Beds.) Applications invited for appoint- 
ment of SENIOR HOUSE OFFICER who will advise the House 
Physician and House Surgeon in their work and whose duties 
will include responsibility for work in Surgery, Casualty, Mid- 
wifery and Gynecology, and E.N.T. Departments. Post vacant 
Ist January, 1955, for 1 year. Salary £745 p.a. Furnished flat 
available. 

Applications, including names of 3 referees, to Group Secre- 

tary, 19, Alexandra-road, Barnstaple. 
BATH. ST. MARTIN’S HOSPITAL. Applications are 
invited from registered and pre-registration medical practitioners 
for the post of HOUSE PHYSICIAN at above Hospital (com- 
mencing date 20th December, 1954). 

Applications, stating age, qualifications, and experience, 
should be forwarded to the undersigned by 8th November, 1954. 

J. LAWRENCE MEARS, Secretary, 
— Hospital Management Committee. 

Manor Hospital, Bath. 

BARNSLEY. BECKETT HOSPITAL. (182 Beds.) 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time RESIDENT 
or NON-RESIDENT REGISTRAR (pathology) required. 
(Single. accommodation only available.) Appointment for 1 
year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffield, by 8th November, 1954, giving age, 
nationality, present and previous appointments with dates, 
naming 3 referees. 
BROMSGROVE, WORCESTERSHIRE. BARNSLEY 
HALL HOSPITAL FOR MENTAL AND NERVOUS DISEASES. (750 
Beds. ) MID-WORCESTERSHIRE HOSPITAL MANAGEMENT COM- 
MITTEE. — HOUSE OFFICER. Post now vacant. 
Salary £745 p.a 

Applications, “with the names of 3 referees, to the Medical 
Superintendent, Barnsley Hall Hospital, Bromsgrove, Worcs. — 





BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(1) Birmingham (Selly Oak) Hospital Management 
Committee, Oak Tree-lane, Birmingham, 35 

REGISTRAR in Pathology for Eicmieahoa Accident Hos- 
pital and Rehabilitation Centre (215 Beds). Previous laboratory 
experience essential. Possession of higher qualification an 
advantage. 

(2) The Robert Jones and Agnes Hunt Orthopaedic 

Hospital, Oswestry 

ORTHOPEDIC REGISTRAR required to commence Ist 
December. First year of appointment wil] be at peripheral 
Centre, Shrewsbury and second year at base hospital, Oswestry. 

(3) South Warwickshire Hospital Group (No. 14), 50, 
Hollywalk, Leamington Sp 

(a) W hole- time "REGISTRAR in " Ameiteatios. Duties mainly 
at Warwick Hospital (350 Beds). Experience specialty essential. 
Non-resident. 

(b) Whole-time REGISTRAR in General Caper. Duties 
mainly at Stratford-on-Avon Hospital (187 Beds). Experience 
specialty desirable. 

age forms from Group Secretaries, to be returned 
before 15th November, 1954. Candidates may visit hospitals. 
BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane. 
(210 Beds.) CASUALTY OFFICER (Junior Hospital Medical 
Officer grade). Genera] Hospital with 5 resident medical staff. 

Apnlications to the Medical Superintendent. 
BIRMINGHAM (near), MARSTON GREEN MATER- 
NITY HOSPITAL, Berwicks-lane, MARSTON GREEN, near BIRMING- 
HAM. HOUSE SURGEON (obstetrics) required. Post vacant 
Ist January, 1955. 121 obstetric and 10 gynecological beds. 
Post recognised for Diploma and Obstetric part of Membership 
of Royal College of Obstetricians and Gynecologists. Premature 
Baby Unit. Hospital affiliated to Birmingham Medical School 
for training of students 

Detailed applications, accompanied by copies of 3 recent 

testimonials, to Hospital Secretary. 
BIRMINGHAM. THE UNITED BIRMINGHAM HOS- 
PITALS. A pplications are invited for the post of SENIOR 
REGISTRAR in Radiodiagnosis (non-resident). Candidates 
must possess the D.M.R.D. Appointment for 1 year in the first 
instance. The successful candidate may subsequently be 
required to spend not more than 2 years in a selected hospital 
of the Birmingham Regional Hospital Board in accordance with 
an arrangement for the interchange of Registrars agreed between 
the 2 Boards. 

Application forms may be obtained from the Secretary to 
the Board. United Birmingham Hospitals, Queen Elizabeth 
Hospital, Birmingham, 15, and should be returned to him not 
later than 13th November, 1954. 
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BIRMINGHAM ACCIDENT HOSPITAL, Birmingham, 
15. (215 Beds.) RESIDENT HOUSE SURGEONS (Male or 
Female). 3 posts vacant December, including 2 for Pre-registra- 
tion Service. Posts are recognised by the Royal College of 
Surgeons for the casualty surgery training, now compulsory for 
the Fellowship examinations. Appointments will be for a period 
of 6 months in the General Accident Service and may (at the 
epatonan's request) include a period in the 32-Bedded Burns 
Jnit 

__ Applications to Administrator, 

BIRMINGHAM. THE SKIN HOSMTAL, TRPATIENTS? 
DEPARTMENT, George-road, BIRMINGHAM, 15 Required, 
SENIOR HOUSE OFFICER or HOUSE OFFICER according 
to experience. Inpatients Department is modern and well 
equipped, providing facilities for study of skin diseases. Success- 
= daa will be required to assist Consultant at outpatient 
clinics. 

Applications, with copies of 2 recent testimonials, to Secretary, 
Dudley Road Hospital, Birmingham, 18 
BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. ROYAL VICTORIA HOSPITAL, WEST- 
BOURNE, HANTS. Applications are invited for the immediate 
appointment of HOUSE SURGEON for E.N.T. and ophthalmic 
duties. In addition to duties at the above Hospital, the 
successful candidate will be required to assist in the E.N.T. 
outpatient clinics at the Royal Victoria Hospital, Bournemouth, 
and Poole General Hospital, Poole. The appointment is recog- 
nised for the D.O. and D.L.O. Diplomas but not for pre- 
registration purposes. 

Applications to the Deputy Hospital Secretary, Royal Victoria 

Hospital, Shelley-road, Bournemouth. 
BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTEE. Applications invited for the post of 
Whole-time SENIOR SURGICAL REGISTRAR (transitional) 
to the Bournemouth and East Dorset Group of hospitals, with 
main duties at Poole Hospital (306 Beds). Applicants must be 
in the fourth or subsequent years as Senior Registrars in the 
specialty, or have occupied such a post for 3 or more years, 
provided the post was not vacated before 6th November, 1950. 
Successful applicant must be prepared to commence duties by 
Ist January, 1955, and the appointment will terminate on 31st 
December, 1955. 

Forms of application obtainable from the Group Secretary, 
Hospital Management Committee Office, Royal Victoria Hos- 
pital, Gloucester-road, Boscombe, Bournemouth, and be returned 
to him, duly completed, within 14 days of the appearance of the 
advertisement. 
BOURNEMOUTH. 
Shelley-road. 





ROYAL VICTORIA HOSPITAL, 
(494 Beds.) BOURNEMOUTH AND EAST DORSET 
HOSPITAL MANAGEMENT COMMITTEE. RESIDENT ANAGS- 
THETIST (Senior House Officer) required — 24th December. 
The post is recognised for the D.A. and F.F.A.R.C.S and is 
tenable for 12 months. Experience with Thoracic Unit available. 

Applications to the Deputy Hospital Secretary at the Hospital. 
BRADFORD. ST. LUKE’S HOSPITAL. Orthopaedic 
HOUSE SURGEON/CASUALTY OFFICERS required. Salary 
£425-£5235 p.a., less £125 p.a. residential emoluments. Recognised 
pre-registration appointments. 

Applications, ting age, nationality, qualifications and 
experience with copy testimonials, to Secretary, Bradford 
Royal Infirmary. 





BEDFORD GENERAL HOSPITAL. (437 Beds.) — 

WEST METROPOLITAN REGIONAL HOSPITAL BOARD. GENERAL 
SURGICAL REGISTRAR (resident) required at above 
Hospital. Hospital may be visited by direct appointment. 
Post vacant immediately. 

Application forms obtainable from, and returnable to, Group 
Secretary, Bedford Gro group Hospital Management Committee, 3, 
Kimbolton-road, Bedfo: as soon as possible, ‘os 
BISHOP’S STORTFORD, HERTFORDSHIRE. HAY- 
M . (Midway between London and Cambridge. 
Main Line Railway from oe Street.) Applications are 
invited for post of HOUSE OFFICER (surgical—first or second 

ost held). Pre-registration post. Salary £425-£525 p.a., less 
125 in respect of residential emoluments. Appointment to 
commence 29th November, 1954. 

Applications, stating e, a, 

experience, with copies of recent 


ualifications and 
timonials or names of 
referees, to Hospital e. 
pag A os fap an GENERAL HOSPITAL. (350 Beds.) 
WEST HAM ITAL MANAGEMENT COMMITTEE. 
RESIDENT ANESTHETIST (Senior House Officer) required. 
Apply, ray Be referees, to— 
LUXFORD, Group Secretary/Finance Officer. 
The General Hospital, Bishop Auckland, co. Durham. 


CHELMSFORD. ST. JOHN’S HOSPITAL. Resident 
OBSTETRIC HOUSE SURGEON (Senior House Officer 
grade). Recognised by the Royal College of Obstetricians — 
Grancologiets i for training for D.Obst.R.C.0.G. and M.R.C.0.G 
(Obstetrics). Appointment commences 22nd November, 1954 
Soho uae consists of 77 Beds and offers excellent facilities 
or train) 

‘ Applications, stating age, nationality, qualifications, and 
experience, her with recent testimonials, should be received 
not later than 10th November by MoRRISH, Secretary, 
Chelmsford Group Hospital ianepeend Committee, Chelmsford 
and Essex Hospital, London-road, Chelmsford. 


CHELMSFORD. ST. JOHN’S HOSPITAL. Applications 
are invited for the post of HOUSE PHYSICIAN (first, second, 
* os post), Male or Female, commencing 23rd November, 











Applications, stating age, nationality, qualifications and 
experience, together with copies of recent testimonials, should 
be received not later than 9th November by R. G. MORRISH, 
Secretary, Chelmsford Group Hospital Management Committee, 
Chelmsford and Essex Hospital, London-road, Chelmsford. 





CHELMSFORD HOSPITALS. Applications are invited 
for the post of RESIDENT ANASSTHETIST (Senior House 
Officer) to large surgical units, for a period of 12 months. 

Applications, stating age, sex, qualifications, and experience 

with recent testimonials, should be sent to the Secretary, 
Chelmsford Hospital Management Committee, London-road, 
Chelmsford. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL 
(late Botleys Park War Hospital). (430 Beds.) ORTHO- 
PADIC HOUSE SURGEON required from 3rd November, 
1954. Senior House Officer or House Officer (Intern) grade. 
Post recognised for F.R.C.S. and Pre-registration Service and 
preference given to provisionally registered candidates. Salary 
in accordance with terms and conditions of National Health 
Service. 

Applications, together with names and addresses of referees, 

to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
as soon as possible. 
CHESTERFIELD ROYAL HOSPITAL. Casualty Officer 
required at above Hospital. Pre-registration post, or Senior 
House Officer if person appointed has sufficient experience, and 
recognised for F.R.C.S. training. Duties include assistance in 
Accident and Orthopedic Department. National salary and 
conditions. 

Please apply M. H. Boones, Secretary, Chesterfield Hospital 
Management Committee. 

CHESTERFIELD. SCARSDALE HOSPITAL. (372 Beds. 
Recognised forthe D.Obst. R.C.O.G, and M.R.C.0.G.) SHEFFIELD 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT REGIS- 
TRAR (obstetrics and gynecology) required. Appointment for 
1 eed in first instance. 

pply to Secretary, Sheffield Re gional Hospital Board, Old 
rack road, Sheffield, by 8th November, 1954, giving age, 
nationality, qualific: ations, present and previous appointments 
with dates, meme 3 Teferees. 
CHICHESTER OUP OF HOSPITALS. Resident 
ANASTHETIST SENIOR HOUSE OFFICER required for 
6 months from ist January, 1955. Recognised for F.F.A.R.C.S. 
Group post. Work mainly at Royal West Sussex, St. Richard’s 
and Bognor Hospitals. Salary £745 p.a., less £150 p.a. for 
residence. 

Applications, with 2 referees names,-to be sent to Group 
Secretary, Royal West Sussex Hospital, Chichester. 


CROYDON. MAYDAY HOSPITAL. (618 Beds.) House 
SURGEON (resident) for Fracture and Orthopedic Unit 
required immediately for 6 months in first instance. Post 
approved for pre-registration candidates. 

Application forms obtainable from GrorGE A. PAINEs, 
Group Secretary, Hospital Management Committee, General 
Hospital, Croydon. 

CROYDON GENERAL HOSPITAL. (200 Beds.) Casualty 
OFFICER (Senior House Officer grade) commencing 8th Nov- 
ember. Post is recognised for Final F.R.C.S. examination. 

Application forms obtainable from GrORGE A. PAINES, 

Secretary, Hospital Management Committee, General Hospital, 
Croydon, to be returned immediately. 
CANTERBURY. KENT AND CANTERBURY HOSPITAL. 
(276 Beds.) EAR, NOSE AND THROAT AND EYE DEPARTMENTS. 
SENIOR HOUSE OFFICER. Salary £745 p.a. Post vacant 
early December, 1954. Approved for F.R.C.S. and special 
diplomas. 

MB romeo ig together with copies of 2 recent testimonials, to 

addressed to the HospitaleSecretary at the above Hospital. 


pipe a KENT AND CANTERBURY HOSPITAL. 
(276 Beds.) GYNACCOLOGICAL HOUSE SURGEON required 
at Highland Court Annexe, a unit of 25 gynecological beds 
situated 3 miles from the above Hospital, — all ancillary 
services available. Recognised for -R.C.0.€ 6 months 
appointment. Post vacant early December, i954. National 

ealth Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, to 
be addressed to the Hospital Secretary at the above Hospital. 


CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) OBSTETRIC HOUSE SURGEON. The 
above eee which is recognised for the M.R.C.0.G. and 
D.Obst. becontes vacant at the end of November, 
1954. National” Health Service salary and conditions. 
Applications, together with 2 recent testimonials, to be 
addressed to the Hospital Secretary at the above Hospi tal. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (276 Beds.) GENERAL SURGICAL AND ORTHO- 
PAZDIC HOUSE SURGEON. The above post, which is recog- 
nised for the F.R.C.S. Diploma, becomes vacant in mid- 
November. National Health Service salary and conditions. 
Applications, together with copies of 2 recent testimonials, 
to be addressed to the = ital Secretary at the above Howie 


CANTERBURY. AND CANTERBURY HO 

PITAL. (276 Beds. ve SD EDIATRIC HOUSE PHYSICIAN. 
The above post, recognised for D.C.H., includes work in the 
ward and Outpatient Department and also provides experience 
in the care of the newborn. Opportunities exist for the study of 
peeve medicine among children and child guidance work. 

‘ost becomes vacant early December, 1954. National Health 
Service salary and conditions. 

Applications, together with 2 testimonials, to be addressed 
to the Hospital Secretary at the above Hospital. 
CAMBRIDGE. MATERNITY HOSPITAL. Resident 
OBSTETRICAL OFFICER (second or subsequent post) for 6 
months from ist January, 1955. Recognised Pre-registration 
Service. Recognised for M.R.C.0.G. and D.Obst.R.C.O.G. 
examinations. 

Apply, stating age, nationality, qualifications, and experience, 
with dates and copies of 3 testimonials, to Secretary, United 
Cambridge Hospitals, Addenbrooke’s Hospital, by 13th Novem- 
ber. Interviews 23rd November. 
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CAMBRIDGE. ADDENBROOKE’S HOSPITAL. Surgical 
REGISTRAR, vacant 30th November, for 1 year in the first 
instance, reviewable annually. 

Apply, with full particulars and names of 3 referees, to 
Secretary by 13th November. 

CARSHALTON, SURREY. QUEEN MARY’S HOSPITAL 
FOR CHILDREN, (340 Beds.) Applications are invited for the post 
of HOUSE PHYSICIAN for general medical duties. Applicants 
must have completed 12 months pre-registration service. 
Applications, stating age, qualifications and experience, 
together with 3 recent te stimonials, should be sent to the Group 
Secretary by 13th November, 1954. 
COLCHESTER HOSPITAL MANAGEMENT CcCOomM- 
MITTEE. Applications are invited for the following posts :— 
Essex County Hospital, Colchester (188 Beds) 

HOUSE OFFICER (surgical), first, second, third or pre- 
registration post ; tenable for 6 months. 

Black Notley Hospital, Braintree (544 Beds) 

HOUSE OFFICER (orthopedic surgery), first, second, third 
oe pres “re gistration post ; tenable for 6 months. Recognised for 
F.R.C.S 

Applic ations, with copies of 3 testimonials, to the Group 
Secretary, Pope’s-lane, Colchester, Essex. 

COLCHESTER HOSPITAL 
MITTEE. 


MANAGEMENT COM- 
Applications are invited for the following posts :— 
Myland Hospital, ichester (154 Be 

RESIDENT mits NIOR “HOSP ITAL MEDIC AL OFFICER 
(Male or Female) required for tuberculosis and general wards, 
Also Suttos at Cole moeker Chest Clinic. 

ssex County pital, Colchester (188 Beds) 

SENIOR HOU sk OF FIC ER to ( ‘asualty and Radiotherapy 
Departments. Post tenable for 6 months or 1 year. Recognised 
for 

Applications, with copies of 3 testimonials, to the Group 

Secretary, 14, Pope’s-lane, Colchester, Essex. 
DARLINGTON DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. JUNIOR HOSPITAL MEDICAL OFFICER. 
This is a joint post between Hundens Unit (a hospital of Special 
Departments) serving E.N.T., ophthalmic, infectious diseases 
and chest, and East Haven (geriatrics). Good experience with 
responsibility for suitable candidate. Post is resident at Hundens 
Unit (single accommodation) and is for 4 years with option of 
reappointment. Salary £775—£50—-£1075 p.a. 

Applications should be sent forthwith, giving full particulars 
and 3 names for reference, to the Group Secretary, Darlington 
Memorial Hospital 
DERBY. DERBYSHIRE ROYAL INFIRMARY. House 
SURGEON (general surgery), pre-registration, vacant Ist 
December, 1954. 

Applications, with copies of 2 testimonials, to be sent to 
Hospital Secretary. 

DORKING GENERAL HOSPITAL, Horsham-road, 
DORKING. SENIOR HOUSE OFFICER (obstetrics and gynee- 
cology ) sequired Ist December. Post recognised D.Obst.R.C.0.G. 

Apply Medical Superintendent. 

DOUGLAS. NOBLE’S ISLE OF MAN HOSPITAL 
(160 Beds.) Applications invited for post of RESIDENT 
ANASTHETIST. Candidates should have completed pre- 
registration service. The post is now vacant. 2500 surgical 
operations carried out annually. Resident medical staff of 4. 
Salary £525 p.a., less £125 p.a. deducted for residence. Duties 
include rota duty in the medical wards and casualty. 

Applications, with copies of 2 recent testimonials, to the 

Secretary, Noble’s Hospital Isle of Man. 
EDGWARE GENERAL HOSPITAL. (715 Beds.) North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. SENIOR 
REGISTRAR (whole time), non-resident, required in the 
X-ray Diagnostic Department at above Hospital. Diploma in 
Radiology essential. Hospital may be visited by direct appoint- 
ment with Medical Director, 

Application forms obtainable from, and returnable to, Group 

Secretary, Hendon Group Hospital Management Committee, 
Edgware General Hospital, Edgware, Middlesex, by 9th 
November, 1954. 
EDGWARE GENERAL HOSPITAL, Edgware, Middlesex. 
RESIDENT SENIOR ANASSTHETIC Hou SE OFFICER 
required at above Hospital. Candidates should have held 
resident appointments in general hospitals and a had special 
experience in administering anesthetics. Salary £745 p.a. 
Deduction of £155 p.a. for board, lodging, &c. Appointment for 
6 months in first instance. Post vacant 15th November, 1954. 

Applications, together with names of 2 referees, to Group 
Secretary, are General Hospital, Edgware, Middlesex, by 
6th November, 1954. 

EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom, 


SURREY. 2 RESIDENT HOUSE SURGEONS required. 1 for 
Orthopedics, E.N.T, and Eye Departments; 1 for general 
surgery. Vacancies 6th December. Pre-registration posts. 


Applications, stating age, qualifications and experience with 

copies of 2 recent testimonials, should be sent immediately to 
Group Secretary, at above address. 
ENFIELD, MIDDLESEX. CHASE FARM HOSPITAL. 
ENFIELD GROUP HOSPITAL MANAGEMENT COMMITTEE, RESI- 
DENT SENIOR HOUSE OFFICER required in the Depart- 
ment of Anvsthesia, vacant Ist January, 195 12 months 
appointment. The post is recognised for the D.A. and 
‘.F.A.R.C.S, and affords a wide range of practical experience 
and tuition under Consultant supervision. 

Applications, giving names and addresses of 2 referees, to the 

Secretary of the Management Committee. 
GLASGOW ROYAL INFIRMARY. Vacancies are available 
for HOUSE OFFIC ERS in Medicine, Surgery (including Ortho- 
peedics), Gynecology, E.N.T., oy and Urology, in 
Glasgow Royal Infirmary for the period Ist February, 1955- 
Ist August, 1955. 

Applications to be sent to Medical Superintendent, 84, Castle- 
street, Glasgow, C.4, 
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GREAT YARMOUTH AND GORLESTON GENERAL 
HOSPITAL, DENE SIDE, GREAT YARMOUTH. HOUSE SURGEON 
(Male or Female) required. The soapiel is ane by a Con- 
sultant General Surgeon and a Consultant E.N.T. Surgeon, and 
is regularly visited by Consultant staff from the Norfolk and 
Norwich Hospital. The post is a pre-registration post at a salary 
of £425, £475, or £525 p.a., accord’ to experience, less £125 
p.a. for residence. Membership of a Medical Defence Society is 
a condition of appointment. 

Applications, stating age, qualifications, and experience, with 
names of 2 referees, to Hospital Secretary. el 
GRIMSBY GENERAL HOSPITAL. Grimsby Hospital 
MANAGEMENT COMMITTEE. SENIOR HOUSE OFFICER 
for casualty duties required immediately. Resident post. 
Recognised by Royal College of Surgeons for the Final Fellowship 
examination. Hours : Normally 9 a.m.—6 P.M. Monday—Friday ; 
9 a.M.-12 NOON Saturday, sharing night duty on rota with ali 
other resident staff. Establishment consists of Senior Hospital 
Medical Officer (casualty) and the post now being advertised. 
Good Medical Library and quiet study room available. 

Applications, with the names and addresses of 2 referees, to 
the Hospital Secretary, Grimsby General Hospital. 4 
HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
(360 Beds.) _ NORTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Whole-time MEDICAL REGISTRAR (resident), 
required at above Hospital. Preference will be given to appli- 
cants having experience in medical emergencies. : Post vacant 
7th January, 1955. Hospital may be visited by direct appoint- 
ment. 

Application forms obtainable from, and _ returnable to, 
Secretary, Luton and Hitchin Group Hospital Management 
Committee, St. Mary’s Hospital, Luton, Beds, by 9th November. 
HITCHIN HOSPITALS, Hitchin, Hertfordshire 
cations are invited for the post of RESIDENT ANESTH RTIST 
(Senior House Officer), vacant Ist December, 1954. The post 
offers varied experience, and is recognised for the 
examination. . ‘ ; " 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Administrator, Lister Hospital, Hitchin, 
immediately. 


HILLINGDON HOSPITAL, Uxbridge, Middlesex. (705 


Beds.) ANAESTHETIC REGISTRAR required. Hospital 
may be visited by direct appointment. Resident or pon- 
resident. Recognised for F.F.A.R.C.S. and D.A. 


Application forms obtainable from, and returnable to, Group 
Secretary, Uxbridge Group Hospital Management Committee, 
The Furze, Pieldheath-road, Uxbridge, Middlesex, by 12th 
November. 
HUDDERSFIELD. ST. LUKE’S HOSPITAL. (262 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for the post of RESIDENT MEDICAL 
OFFICER (Junior Hospital Medical Officer grade) at the above 
Hospital to commence duties immediately. The Hospital 
at present caters for chronic sick, children and maternity 
patients but during the coming months the work will be extended 
by the opening of a theatre and acute block. Salary in accordance 
with the terms and conditions of service for hospital medical 
and dental staffs, £775—£50—£1075. 

Applications, together with copies of 3 recent testimonials, 
to be sent to the undersigned as soon as possible. 

H. J. JOHNSON, Secretary to the Management Committee. 

__ The Royal Infirmary, Huddersfield. 


HULL MATERNITY HOSPITAL, Hedon-road, Hull. 
(74 Beds, 24 premature cots.) SENIOR HOUSE OFFICER 
required. Salary £745, less £155 emoluments. Post vacant. 
Ist omens | 1954. 3 House Officers employed, post recognisable 
for M.R.C.0.G 

Applic ations to Hospital Secretary, at the above address, as 
soon as possible. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR 
(whole-time) required in Department of Physical Medicine, 
vacant November. Department is a large one and includes unit 
with 10 beds under Physician in physical medicine. Candidates 
should have good experience in general medicine. Department 
recognised for Diploma of Physical Medicine. Hospital may be 
visited by direct appointment. 

Application forms obtainable from, and returnable to, Group 
aera 2 South West Middlesex Hospital Management Com- 
mittee Jest Middlesex Hospital, Isleworth, by 8th November, 


IPSWICH BOROUGH GENERAL HOSPITAL. (273 Beds.) 
Applications are invited for the post of SENIOR Hovsk 

(resident Anesthetist), now vacant. The ost, 
vaich | is ah. of 1 years duration, is recognised for the x. 
and the F.F.A.R.C.S. examinations. 

Applications, stating age, - a together with recent 
testimonials, to Hospital Secre 
IPSWICH. BOROUGH GENERAL HOSPITAL, Heath- 
road. (273 Beds.) Applications are invited for the post of 
NION HOUSE OFFICER (medical). The post, which is 
vacant on 24th November, is of 6 months duration, and renew- 
able for a further 6 months. This post, which involves Pediatric 
Registrar duties, provides excellent opportunities for study for 
higher qualifications. 

Applications, stating age, qualifications and experience, with 
copies of recent testimonials, to Hospital Secretary. 
IPSWICH. BOROUGH GENERAL HOSPITAL, Heath- 
road, IPSWICH. (273 Beds.) House Surgeon (pre-registration 
post). Applications are invited for the post of _ HOUSE 
SURGEON to General Surgeon vacant on 10th December, 1954. 
The post, which is recognised for the R.C.S. examinations, 
is normally of 6 months duration, and is of House Officer grade. 

Applications, stating age, experience and qualifications, 
together with copies of recent testimonials, to Hospital 
Secretary. 
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IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of HOUSE 
PHYSICIAN for medical and pediatric duties, vacant on 
16th December, 1954. Approved pre-registration post. 

Applications, stating age, nationality and experience, together 
with copies of 3 recent testimonials, to Hospital Sec retary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL. 
(360 Beds.) Applications are invited for the post of SENIOR 
HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment, vacant on Ist January, 1955. The post is graded Senior 
House Officer and is rec ognised for the F.R.C.S. examinations. 
The Department has 2 Consultants, about 60 beds and a large 
outpatient attendance ; it offers wide experience. 

Applications, stating age, nationality and experience, together 
with copies of recent testimonials, to Hospital Secretary. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOSPITAL 
(360 Beds.) Applications are invited for the post of HOU SE 
SURGEON to the General Consulting Surgeon. The post is 
recognised for pre-registration and for the F.R.C.S. examinations. 

Applications, with copies of recent testimonials, to Hospital 

Secretary. ; es. 
IPSWICH. EAST SUFFOLK AND IPSWICH HOS- 
PITAL. (360 Beds.) Applications are invited for the post of 
CASUALTY OFFICER (Senior House Officer grade), The 
post is recognised for the F.R.C.S. examination. 

Applications, stating age and nationality, together with 
copies of recent testimonials, to Hospital Secretary. 


LEAMINGTON SPA. WARNEFORD GENERAL HOS- 
PITAL. (207 Beds.) SOUTH WARWICKSHIRE HOSPITAL GROUP. 
CASUALTY OFFICER (Senior House Officer), Male or Female, 
resident or non-resident. Post vacant and suitable for one reading 
for higher qualifications being recognised for F.R.C.S., affording 
contact with all specialist units in the Hospital. 

Applications, with names and addresses of 3 referees, to 
Hospital Secretary. 
LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. RESIDENT ORTHOPADIC 
OFFICER (Senior House Officer status) required. The post 
will be for an initial period of 6 months, renewable for a further 
6 months thereafter. 

Applications, stating age, qualifications, and previous posts 
with dates, with the names of 3 referees, should reach the 
Secretary to the Board not later than 12th November, 1954. 


LEEDS REGIONAL HOSPITAL BOARD invites applica- 
tions for the following REGISTRAR posts : 
Anesthetics 

Duties in the Hull A. Hull B, and East Riding Groups. Recog- 


nised for the F.F.A.R.C.S. Duties may include thoracic anss- 
thesia (non- ee t). 


General Medicine 

Duties at the Regional Rheumatism Centre, Harrogate (240 
Beds) (9 sessions), and the Rheumatism Clinic, General Infirma: 
at Leeds (2 sessions). Resident at Royal Bath Hospita 
Harrogate. 
General Surgery 

(a) Hull A Group, mainly at Western and Kingston General 
Hospitals (150 general surgical beds) (resident or non-resident), 
Recognised for the F.R.C.S. 

(b) Otley General Hospital (resident) (50 surgical beds). 
Consultant staff t mainly from Leeds Teaching Hospitals. Appoint- 
ment | includes 3 2 sessions clinical work at the General Infirmary 
a 
(c) Duties in the Wakefield A and B Groups mainly at the 
Clayton Hospital, Wakefield (75 surgical beds) (non-resident). 
sat = * and Gynecology 

(a) The duties of the post will alternate (6 month periods) 
between St. Mary’s Hospital, Leeds (109 obstetric beds ), and 
St. James’s Hospital, Leeds (74 obstetric and 52 gynecological 
beds) (resident). Recognised for the M.R.C.O.G. 

(>) Wakefield A and B Groups (with occasional duties in 
Pontefract and Goole Groups) (non-resident). Offers good 
experience but is not at present recognised by the R.C.O.G. for 
membership purposes. Aggregate of 120 obstetric and 50 
gynecological beds. 

Orthop:edic Surgery 

(a) Hull A Group (50 orthopedic beds), Hull B Group and 
East Riding Group (50 orthopeedic beds) (non-resident). Includes 
gomne duties in the Casualty Department at the Hull Roya 

niirmary 

(b) Huddersfield Royal Infirmary and other hospitals in the 
Huddersfield Group (34 orthopedic beds) (non-resident). 

(c) St. James’s Hospital, Leeds (64 orthopedic beds) and 
the Public Dispensary, Leeds (non-resident). 

Pediatrics 

Duties in the Huddersfield and Halifax Groupe (aggrega 
of 60 aeute peediatric beds) with additional duties in infectious 
diseases (preferably resident). Small flat available at North- 
queam Ist Infectious Diseases Hospital, Halifax. 

sych 

(a) Oulton Hall Hospital, near Wakefield, and affiliated 
Mental Deficiency Colonies (aggregating 780 beds) (non-resident). 

(b) Meanwood Park (Mental Deficiency) Hospital, Leeds 
(700 Beds) (resident—fiat available for married couple without 
children ). 

Facilities for attendance at the Leeds University will be 
ik if the successful candidates are studying for the 


Thoracic Surgery 

Duties with the Thoracic Surgical Unit at the Bradford Royal 
jeeery and associated hospitals in the Middleton and 

Grassington Group (60 beds for both non- -tuberculous and 
tuberculous cases) (non-resident). 

Applications, stating age, qualifications, and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, should be forwarded to the Secretary, 
Joint Registrars Committee, Park-parade, Harrogate, not later 
than 4th November, 1954. 





LEEDS, 9. ST. JAMES’S HOSPITAL. Leeds A Group 
HOSPITAL MANAGEMENT COMMITTEE, Applications are invited 
from registered medical practitioners (Male and Female) for 
the appointment of SENIOR HOUSE OFFICER (orthopedics). 
The appointment will be for a period of 1 year and the salary 
will be in accordance with the agreed terms and conditions 
of service of hospital medical and dental staffs—namely, £745 
p.a., with an appropriate deduction in respect of board, lodgings, 
and other services provided. 

Applications, stating age, qualifications, experience, &c. 
together with the names of 2 referees, to be forwarded to the 
undersigned as soon as possible. 

J. FOLKARD, Secretary to the Committee. 

Administrative Offices, St. James’s Hospital, Leeds, 9 
LEICESTER ROYAL INFIRMARY. (492 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time NON-RESIDENT 
REGISTRAR (dermatology) required. Appointment for 1 
year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 

Fulwood-road, Sheffie la, 10, by 8th November, 1954, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 
LIVERPOOL, 5. JOHN BAGOT HOSPITAL. Junior 
HOSPITAL MEDICAL OFFICER required. Duties entail 
day-to-day responsibility for patients at the Hospital, which is 
a convalescent annexe to Walton Hospital. Accommodation is 
available for the successful candidate. This post is suitable for 
a candidate studying for a higher qualification, and opportunity 
will be given for experience in a selected specialty at Walton 
Hospital. 

Applications to the Secretary, Walton Hospital, Liverpool, 9, 
giving full details of age, qualifications and experience. 
LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for a temporary post of RADIO- 
LOGICAL REGISTRAR for the period to 30th September, 
1955, with duties in the first instance at the Liverpool Royal 
Infirmary. Reappointment for a further year will be considered 
without need for further application. 

Apply by 11th November, 1954. on form obtainable from the 
Secretary, The United Liverpool Hospitals, 80, Rodney-street, 
Liverpool, 1. 

LIVERPOOL (near). MOSS SIDE HOSPITAL, Lea ay 
near LIVERPOOL. (460 Beds.) BOARD OF CONTROL. REG 

or JUNIOR HOSPITAL MEDICAL OFFICER ‘eenure, 3 oem) 
at above Hospital for patients exhibiting conduct disorders with 
mental deficiency. Excellent opportunities for study, treatment 
and training of behaviour disorders of aj] kinds and degrees. 
Applicants must be registered medical practitioners. Appoint- 
ment on National Health Service conditions of service and 
superannuation regulations. Furnished quarters, attendance 
and food provided at appropriate charges. 

Applications, stating name, date and place of birth, nation- 
ality, details of education, professional qualifications, war 
service, present and previous ‘appointment. and names of 3 
referees, to Medical Superintendent, Moss Side Hospital, Maghull, 
near Liverpool, by 13th November, 1954. Envelopes to be 
marked A/R/JHMO. Canvassing in any form leads to dis- 
qualification. Candidates may visit Hospital by appointment 
with Medical Superintendent. ci ta Sea eget 20 arty 
LUTON AND DUNSTABLE HOSPITAL, Luton, Bedford- 
SHIRE. Applications are invited for the post of RESIDENT 
ANASTHETIST (Senior House Officer), now vacant. The 
post offers varied experiencesand is recognised for the D.A. 
examination. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent to the Secretary immediately. 
pele Mins atl HOSPITAL MANAGEMENT COMMITTEE. 

Applica on are invited for the appointment of RESIDENT 

NZSTHETIST for joint duties at the Kent County Ophthalmic 
and Aural Hos Hal, and the West Kent General Hospital, 
Maidstone (tota 254). The post, which will shortly be 
vacant, is of ae Rang oo Officer grade, and carries a salary of 
£745 a year, with a deduction of £150 for residential emoluments, 
Excellent experience under Consultant Anesthetists is available, 
and the post is recognised for the F.F.A.R.C.S. examination. 

Applications, stating “age, nationality, qualifications and 
experience, together with the names of 2 suitable referees, should 
be forwarded to the Administrative Officer, West Kent General 
Hospital, Maidstone. 





MANCHESTER. WEST MANCHESTER HOSPITAL 
MAN sae NT COMMITTEE. 
k Hospital, * a (General Hospital—433 Beds) 


1 SE ‘NIOR PHOU SE OFFICER (general surgery). — Post 
recognised for F.R.C.S. examination. Post vacant mid-Novem- 
ber, 

1 SENIOR HOUSE OFFICER (general medicine), Post 
vacant early December, 1954. 

__ Forms from Secretary, Park Hospital. Davyhulme. 
MANCHESTER REGIONAL HOSPITAL BOARD. Bury 
AND ROSSENDALE HOSPITAL MANAGEMENT COMMITTEE. Applica- 
tions are invited for REGISTRAR in Surgery at Bury General 
Hospital, the post falling vacant in October. Post recognised for 
F.R.C.S. 

Applications, together with the names of 2 referees, should be 
sent to H. WILKINSON, Group Secretary. 

Bury General Hospital, Bury, Lancs. 


MANCHESTER REGIONAL HOSPITAL BOARD invite 
applications for the post of NON-RESIDENT SENIOR 
REGISTRAR in Thoracic Medicine, to be attached in the first 
instance to the Manchester Chest Diseases Team with main 
duties at the Manchester Chest Clinic. Arrangements may 
later be made for the successful applicant to transfer to another 
area in the Region for wider experience. é ; 

Forms of application, obtainable from the Senior Adminis- 
trative Medical Officer, Cheetwood-road, Manchester, 8, should 
be returned by 9th November, 1954. 
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MANCHESTER. SPRINGFIELD HOSPITAL, lg ea 
MANCHESTER, 8. SPRINGFIELD AND SWINTON HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the appointment 
of JUNIOR HOSPITAL MEDICAL ¢ ER at this Mental 
Hospital of over 750 Beds. Modern A aoe pe of inv estigation and 
treatment are carried out. Facilities will be granted for attend- 
ance at the Course for D.P.M. of the University of Manchester 
{with the Department of Psychiatry of which this Hospital is 
associated). Preference given to candidates who have previous 
general hospital and/or psychiatric experience. Accommoda- 
tion is available for a single person. Terms and conditions 
of the National Health Service apply. Further particulars can 
be obtained from, and the Hospital may be visited by arrange- 
ment with, the Medical Superintendent 

Applications, giving details of age, experie mee, &c., and the 
names of 3 referees, to the Medical Superintendent as soon as 
possible. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
HOUSE OFFICER (surgical) to commence on Ist January, 
1955. Whole-time, non-resident training post, tenable for 6 
months, renewable for a second 6 months. Duties allotted in 
Orthopedic, Surgica) Outpatients and Genera) Surgica) Units in 
rotation. 

Application form obtainable from the undersigned, to be 
returned by 20th November, 1954. 

. H. TAYLOR, Secretary. 
MANCHESTER. UNITED mMaANCHEETER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. 

5 HOUSE PHYSICIANS. 

HOUSE PHYSICIAN for Department of Cardiology. 

HOUSE PHYSICIAN for Department of Hematology. 

8 HOUSE SURGEONS. 

2 HOUSE SURGEONS for E.N.T. Department. 

2 HOUSE SURGEONS for Neurosurgical Department. 

3 HOUSE SURGEONS for Orthopedic Department. 
Appointments are for 6 months from 15th and 22nd January, 
1955, at the appropriate salaries for House Officer appointments, 
with a deduction of £125 p.a. for residence. 

Applications to be made on forms obtainable from the under- 
signed and to be returned as soon as possible. 

’ ls ___G. H. Taytor, Secretary. _ 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
SAINT MARY’S HOSPITALS, MANCHESTER. Applications are invited 
for the post of HOUSE OFFICER in Gynecology. Applicants 
must have had previous hospital experience in medicine and 
surgery. The post is recognised for the e purposes of of the M.R.C.0.G, 

The appointment is months commenc 
» 1955. Salary in accordance with national scale. 

Application forms may obtained from gg undersigned and 

returned not later than 8th November, 1954 
A. R. WISE, General Superintendent. 

Saint Mary’s Hospitals, Whitworth Park, Manchester, 13. ROE: 
MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. iS SURGE are invited for the appointment of 
SENIOR HOUSE SURGEON in the E.N.T. Department of the 
above =, Hospital. Post vacant ee. 1954. There are 55 
B.N and 6 specialist ope sessions each Ts 
Valuable experience is "available, and. C7 Post is 
the be ose of the F.R.C.S. and the D.L.O. Salary wi be B145 

ess —- @ year for residential emoluments 

‘Applications to the Administrative Officer, 

Ophthalmic and Aural Hospital, Maidstone, Kent 
MARGATE. ROVAL SEA BATHING HOSPITAL. (241 
Beds.) The post of SENIOR HOUSE OFFICER, now vacant, 
is primarily an orthopedic one, and affords experience in the 
treatment of tuberculous and non-tuberculous orthopedic 
conditions. There are also beds for the treatment of genito- 
urinary tuberculosis. The post is suitable for candidates for 
the Primary and the Final F.R.C.S, examinations. Salary 





Kent County 





£745 p.a., less £150 for residential emoluments, 
Applications, with copies of testimonials, to the Hospital 
sre . 


NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited fro registered medica) practitioners for the post 
of SENIOR ORTHOPEDIC AND FRACTURE HOUSE 
OFFICER (locum tenens considered). The post offers excep- 
tional experience in traumatic surgery. Duties to commence at 
the end of November. Salary and conditions of service in 
accordance with Ministry regulations. If resident £150 deducted 
for emoluments. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials to be sent to— 

HENRY M, STANLEY, Group Secretary. 

NOTTINGHAM GENERAL HOSPITAL. Applications 


are invited from registered general 


practitioners for the post 
of THIRD CASUALTY OFFICE # (Senior House Officer 
grade). Salary (less £150 emoluments) and conditions of service 


in accordance with those laid down by the Ministry. Duties 
to commence as s00n as possible. This post offers wide experience 
of casualty work. The Staff establishment requires only 1 night 
in 3 emergency work, and off duty permits time for study for 
higher examinations. 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to— 

General Hospital, Nottingham. Henry M. STANLEY. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited from registered medical practitioners (Male or 
Female—locum tenens considered) for the post ot RESIDENT 
SENIOR ANAXSTHETIC HOUSE Duties to 
commence as soon as possible. Terms ons hen: of service 
in accordance with published regulations of the Ministry of 
Health, £150 deducted foe residential emoluments. 

Applications, stati age, qualifications and 
together with copies of eotimontals, to be sent to— 

HENRY M. STANLEY, Group Secretary. 


experience, 
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NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited for the post of CLINICAL PATHOLOGIST (Senior 
House Officer grade), resident or non-resident, vacant Ist 
December. Previous experience in pathology not essential. 
Opportunities for training in al) branches of clinical pathology 
are afforded in a department serving over 1200 beds. Salary 
and conditions of service in accordance with Ministry regulations. 

Applications, with names and addresses of 3 referees, should 
be received immediately addressed to the Secretary. 


NOTTINGHAM AND MIDLAND EYE INFIRMARY. 
Required, SENIOR HOUSE OFFICER and HOUSE SURGEON 
for the above Hospital. Duties to commence immediately. 
Salaries and conditions of service in accordance with 
regulations. 
Applications, stating age, qualifications and e Ory 
together with testimonials, to be sent as soon as possible to— 
HENRY M. STANLEY, Group Secretary. 
_General Hospital, Nottingham. * 


NOTTINGHAM CHILDREN’S HOSPITAL. 
Recognised for the D.C.H.) lications are invited for the 
post of RESIDENT SENIORS OUSE_ OFFICER (surgical), 
which is vacant at the beginning of December. The post is tenable 
for 6 months or a year by agreement. 

Applications, with copies of 2 testimonials, should be sent to 
the Secretary, Nottingham Children’s Hospital, Chestnut-grove, 
Nottingham. 


NEWCASTLE REGIONAL HOSPITAL BOARD. 
Sunderland Hospital Management Committee 
SENIOR REGISTRAR PHY: SICIAN (whole-time), for the 
Geriatric ba gg in the above —y Appointment to commence 
on ist 1955, for 1 year in the first instance, and subject 
to annual review up to 4 years duration. 
South Shields ie Hospital Management Committee 
REGISTRAR IAN (whole-time) at the General 
Hospital (625 Beds). A potntamnent ‘tor 1 year in the first instance 
and may be renewed or a further period. Married or single 
Se — le. 
ham Hospital Management Commit 
REGISTRAR A "ESTH ETIST jos Beto gy ‘required for 
hospitals in the above Group. Appointment for 1 year in the 
first instance and 7 be renewed for a further period. 
Ourham Hospital Management Committee 
REGISTRAR PATHOLOGIST (whole-time). 
tory at Dryburn Hospital. Non-resident post suitable for pre- 
membership candidate or for 1 taking up pathology as a career. 
Appointment med 1 \S aed in the first instance and may be renewed 
for a further Period 
Tees-si Hospital Management Committee 
REGISTRAR SURGEON whole-time), resident or non- 
resident, at Stockton and Thornaby Hospital (130 Beds). 
Appointment for 1 year in the first instance and may be renewed 
wer a further peri 
‘Applications, together with names and addresses of referees 
(preferably), or testimonials, to a total of 3, to be sent to the 
Senior A ee Medical Tyne a, we Biyt hswood South,”’ 
Osborne-road, New apon Te . 2, within 14 days. 
st. Nicholas “io tal, Gosforth, Newcastle upon 


REGISTRAR PSYCHIATRIST (whole-time) resident. 
Married accommodation available. Appointment for 1 year 
in the first instance and may be renewed for a further period. 
Arrangements can be made for the person appointed to take 
the necessary course of study for the University of Durbam 
Diploma in Psychological Medicine. 

Applications, together with names and addresses of referees 
(preferably), or testimonials, to a tota) of 3, to be sent to the 
Regional Psychiatrist, ‘‘ Blythswood South,” Osborne-road, 
Newcastle upon Tyne, 2, within 14 days. rey 
NEWPORT, MONMOUTHSHIRE. ROYAL QwWENT 
HOSPITAL, (260 Beds.) JUNIOR HOSPITAL MEDICAL 
OFFICER or SENIOR HOUSE OFFICER (E.N.T. and 
ophthalmic) required about 1st November. National salary, less 
£125 board-residence. Grade depends oN period since qualifi- 
cation. Recognised D.L.0O, Covers 23 E.N.T. and 8 eye beds. 

Write, quoting 2 referees, to T. A. Jones, Group Secretary. 

64, € ‘ardiff- road, Newport, Mon. i} 
NORWICH. UNITED NORWICH HOSPITALS. East 
AMGLLAM REGIONAL HOSPITAL BOARD. ANACSSTHETIC REGIS- 


. Post provides wide experience and recognised for D.A. 
and F.F.A.R.C.5. 








(136 Beds. 





Appointment for 1 year, renewable for second 


year. 

Sgptertions. ehinn age, experience, and mamnes of of 3 eee. 
to Secretar Board, 117, Chesterton-road, ridge, 
8th November, "908. Candidates invited to visit Phhospitals <4 
direct arrangement with Hospital Management Committee 
Secretary, Norfolk and Norwich Hospital. 


ORPINGTON HOSPITAL, Orpington, 
OFFICER (Senior House Officer grade), 
required as from ist Janu 1966, aoe above General Hospital 
of 813 Beds. Post recognise "for F.R.C.S. 

Applications with usual details to Physician- Superintendent. 


a x UNITED OXFORD HOSPITALS. Vacancy 
in X-Ray Department with effect from Ist January, 1955, for 
Trainee SENIOR HOUSE OFFICER in Diagnostic Radiology. 
Previous experience not essential. 

Applications, a A qualifications and ex 
together with names ferees, to Administrator, 
Infirmary, Oxford, by 30th} November. 

OXFORD. UNITED OXFORD HOSPIT >. Applications 
invited for post of NON-RESIDENT P4D Is 
jae at the Churchill Hospital, with effect nee Ist January, 


Kent. Casualty 
preferably resident, 


perience, 
Radcliffe 


Applications on forms obtainable from the Administrator, 
Radcliffe Infirmary, Oxford, to reach him by not later than 
6th November. 
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PLYMOUTH. SOUTH DEVON AND EAST ae pene tt 
HOSPITAL, Greenbank-road. Applications invited from registered 
dental practitioners for the appointment of RESIDENT 
DENTAL HOUSE SURGEON, vacant immediately. This 
appointment is recognised by the Royal College of Surgeons as 

filling the requirements of candidates for the Fellowship of 
Dental Surgery. 

Applications, stating age, nationality, and experience, together 
with copies of 3 recent testimonials, should be sent to— 

ARTHUR R. Casu, Group Secretary, Plymouth, 
South Devon and East Cornwall General Hospital Group. 
7, Nelson-gardens, Stoke, Plymouth. 


PLYMOUTH. MOUNT GOLD ORTHOPADIC HOS- 


PITAL (with Annexe 1 122 Beds). PLYMOUTH SPECIAL HOSPITAL 

MANAGEMENT C Applications are invited for the post of 
SENIOR HOUSE. OFFICE for the Orthopedic and Fracture 
Service, centring on Mount Gold Orthopedic and associated 
hospitals. Furnished or unfurnished house available. Position 
oe by the Royal College of Surgeons. Vacancy imme- 

ately 

Applications. stating age, qualifications with dates, &c., and 
with copies recent testimonials, be forwarded to the 
Secretary, YE! Gold Hospital, Plymouth, within 14 days of 
this advertisement appearing. 


PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
COMMITTEE, SOUTH WEST METROPOLITAN REGIONAL HOSPITAL 
BOARD. Applications are invited for the post of ANASSTHETIC 
ore hg in the Portsmouth Group. Recognised for the 


Forms of application may be obtained from the Group 
Secretary, Portsmouth Group Hospital Management C ee gd 
35, Grove-road South, Southsea, which should be returned to 
him duly completed on or before 12th November, 1954. Candi- 
dates may visit the Hospitals by arrangement with the Group 
. re y- 

PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
CORTES. _ aoe WEST METROPOLITAN REGIONAL HOSPITAL 

ications are invited for the appointment of 
BtRGicaL SGT STRAR at Saint Mary’s Hospital, Ports- 
mouth (150 acute surgical beds). The post will include duties in 
the Department of Thoracic Surgery (18 Beds). The successful 
candidate must hold the F.R.C degree. 

Forms of application may be obtained from the Group 
Secretary, Portsmouth Group Hospital Management Com- 
, Grove-road South, Southsea, which should be pone 
to him duly completed on or before 12th November, 1954 
Candidates may visit the above Hospital we arrangement with the 
Group Secretary. 

PORTSMOUTH GROUP HOSPITAL MANAGEMENT 
= Applications are invited for the following appoint- 
ments :— 
Saint Mary’s Hospital 
HOUSE PHYSICTAN, vacant 14th December, 1954. Pre- 
registration post. 
Queen Alexandra Hospital 
HOUSE PHYSICIAN, vacant 29th December, 1954. Pre- 
neweece post. 
Royal Portemeuth Hospital 

HOU PHYSICIAN, vacant Ist January, 1955. Pre- 

registration ng 

Applications, stating age, experience and qualifications, 
together with ~~ al of referees, should be sent as soon as 
possible to E. 

35, Grove- ‘road ‘south, ‘Southsea. 


ROCHFORD, ESSEX. GENERAL HOSPITAL. 603 
Beds. ) Applications are invited for the post of RESIDENT 
HOUSE SURGEON (recognised for the F.R.C.S.). The post is 
vacant from approximately mid-November, and is recognised 
as a pre-registration post. 

Applications, &c. (1 testimonial sufficient for applicants for 
first saan should be sent to the undersigned as soon as 
possib J. C. Fre.p, Secretary. 
ROCHDALE. BIRCH HILL HOSPITAL. Pediatric 
SENIOR HOUSE OFFICER. Position now vacant. Senior 
House Officer grade, tenable for 1 year. The post is resident and 
recognised for the D.C.H. examination. 

Reply at once to the Superintendent. 

ROCHDALE INFIRMARY. Rochdale and District Hos- 
PITAL MANAGEMENT COMMITTEE. HOUSE SURGEON required 
at the above Infirmary. Pre-registration candidates eligible. 
Post recognised for 6 of the 12 months F.R.C.S. fill Hoos 

Apply to Group mage gL Central page Birch Hill Hospital, 




















READING. ~ ROYAL BERKSHIRE an "(403 
Beds.) Applications are invited from Togistered mn medical practi- 


tioners for the appointment of JUNIO U rie RGEON 
(gynecology), vacant Ist November. Post M.R.C.O.G. recog- 
nised and tenable for 6 months, £525 p.a., less £1 25 for board- 


residence. 
Write, stating age, qualifications with dates. nationality, and 
present post, with copy of a recent testimonial, to the Secretary. 


SCUNTHORPE AND DISTRICT WAR MEMORIAL 
HOSPITAL. (269 Beds. Recognised for the F.R.C.S.) Whole- 
time RESIDENT SURGICAL REGISTRAR required. Appoint- 
ment for | year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, ou 
Fulwood-road, Sheffield, by 8th November, 1954, giving 
nationality, qualifications, present and previous ‘appointments 
with dates, naming 3 referees. 


SALISBURY GENERAL HOSPITAL. AL. Salisbury Group 
HOSPITAL MANAGEMENT COMM ations are in 
for the appointment of RESIDENT HOUSE PHYSIC IAN. 4 
a period of 6 months from let January, 1955. Pre-registration 
pow’ under Medical Act, 195 

Apply, naming 2 Rileos nel 
Hospital, Salisbury. 


to Group Secretary, Odstock 





SALISBURY GENERAL HOSPITAL. Salisbury Group 

HOSPITAL MANAGEMENT COMMITTEE. RESIDENT HOU Sk 
SURGEON (obstetric and gynecologica) unit). Applications are 
invited for the above post which is open to pre-registration 
candidates and which becomes vacant at the end of December, 
1954. The Unit comprises 40 obstetric and 35 gynecological 
beds and is recognised for the Diploma and Membership of the 
Royal College. 

Applications, stating age, nationality, qualifications, experi- 

ence, and naming 2 referees, to the Group Secretary, Odstock 
Hospital, Salisbury. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
REGISTRAR in Anesthetics based at Stobhill Hospital, 
Glasgow, which will be for 1 year in the first instance. This 
appointment is subject to the National Health Service (Scotland) 
superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Lyte Western Regional Hospital Board, 
64, West _Regent-street. Glasgow, by 20th November, 1954. 

a ee WESTERN REGIONAL HOSPITAL 

Applications are invited for the appointment of 
REGISTRAR in Obstetrics and Gynecology based at Bellshill 
Maternity —— Lanarkshire, which will be for 1 year in the 
first instance. This ee is subject to the National 
Health Service (Scotland) superannuation regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 
64. West Regent-street. Glasgow, by 20th November, 1954. 
SCOTLAND. SOUTH- EASTERN REGIONAL HOSs- 

PITAL BOARD. Applications are invited for the appointment of 
REGISTRAR in the Regional Thoracic Surgery Unit, based on 
the Eastern General Hospital, Edinburgh. The post is subject 
to the terms and conditions of the National Health Service. 

Applications, giving particulars of age, qualifications, and 
previous experience, together with the names of 2 referees, 
should be submitted to the Secretary, South-Eastern Regional 
Hospital Board, Scotland, 11, Drumsheugh-gardens, Edinburgh, 
3, by 15th November. 

SOUTHAMPTON EYE HOSPITAL.-: (32 Beds. Recog- 
nised for the D.O.M.S.). RESIDENT SENIOR HOUSE 
OFFICER required immediately. Salary £745 p.a. 

Applications, with copies of testimonials, should be forwarded 
as soon as possible to the. Secretar Southampton Group 
Hospital | Management Committee, I ul ar-street, Southampton. 


SOUTHPORT PROMENADE HOSPITAL. Senior House 
eg me (Physician), resident. Post vacant 20th November. 
Apply, stating age, qualifications, experience, nationality, 
with. copies of 2 2 testimonials, to— 
‘ke ooK, Group Secre 
Southport and District Hospital on Committee. 
Promenade Hospita), Southport. 


SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Aone are invited for the following pos 

(a) NON-RESIDENT SENIOR REGISTRAR _ in E.N.T. 
Surgery (transitional post) at the Royal Hospital Unit. Applica- 
tions will be considered from Senior Registrars in. their fourth 
or subsequent years in this specialty and from those who have 
held such posts for 3 or more years and have vacated them since 
6th nas, 1950. The appointment will cease on 3ist 
December, 195 ° . 

(b) 2 RESIDENT § SURGICAL REGISTRARS for the Royal 
Infirmary and Children’s Hospital Units. 1 post vacant 9th 
January, 1955, and the other 25th January, 1955. The successful 
candidates will work on a rotation basis between the Royal 
Infirmary and Children’s Hospital. It is intended, if possible, 
that they will spend equal periods in the Orthopedic Department 
and on each of 2 s cal firms at the Royal Infirmary ; and for 
a period at the Children’s Hospital. 

Closing date for applications, 7th Nove ber, 1954 

(c) RESIDENT SENIOR HOU OFFICER ‘in Clinical 
Patholosy a the Royal Hospital Unit, 2 mt ant. Pathological 
experience not essential but candidates must have previous 
clinical experience. The successful candidate will be responsible 
for emergency pathologieal and blood-transfusion work at the 
Hospital and will work in turn in the different branches of 
clinical pathology in the laboratories of The United Sheffield 
Hospitals 

(a) SENIOR REGISTRAR in Radiology. Candidates should 
hold a Diploma in Diagnostic Radiolo; r" The appointment is. 
for 1 year in the first instance and wil] be reviewed annually. 
It has been agreed in principle between the Board of Governors 
of The United Sheffield Hospitals and the Sheffield Regional 
Hospital Board that the appointment, if extended to the full 
period of 4 years, will be divided, subject to satisfactory work 
and progress, between The United Sheffield Hospitals and a 
hospital in the Region. } 

Closing date for applications 15th November, 1954. 

All applications should state age, goalie ations and expesiens 8, 
and give the names of 3 re ferees and be sent at once (unless 
otherw ise stated) to the following :— 

For posts (a), (b) and (d), The Chief Administrative Officer, 
The United Sheffield Hospitals, West-street, Sheffield 

For post (c) The Superintendent, Royal Hospital, Sheffield, ) * 
SHEFFIELD REGIONAL HOSPITAL BOARD. Whole- 
time SENIOR ORTHOPADIC REGISTRAR (transitional 
appointment) required for 1 year in the first instance, but not 
beyond 3lst December, 1955, at the Doncaster Royal Infirmary. 
Applications invited from Senior Orthopedic Registrars in their 
fourth or subsequent years and from those who held such posts 
for 3 years or more but vacated them after Ist January, 1951. 

Applications, giving age, nationality, qualifications, present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, should be sent to the Secretary, 
Sheffield Regional Hospital Board, Old Fulwood-road, Sheffield, 
to arrive not later than 8th November, 1954. 
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SHEFFIELD REGIONAL HOSPITAL BOARD. Locum 
SENIOR REGISTRAR (chest diseases) required for the 
Leicester Isolation Hospital and Chest Unit for approximately 
6 weeks. Single accommodation available. Remuneration at rate 
of £22 per week with a deduction if resident. 


Apply Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, naming 2 referees. 
SHEFFIELD NATIONAL CENTRE FOR RADIO- 


GRAPHY. SHEFFIELD REGIONAL HOSPITAL BOARD. Whole-time 
NON-RESIDENT REGISTRAR (radiotherapy) required. 
Candidates should be in possession of Part I of D.M.R.(T). 
The post offers excellent opportunities for research and great 
experience would be gained. Appointment for 1 year in first 


instance. 
Apply to Secretary, Sheffield Regional 
Old Fulwood-road, Sheffield, by 8th November, 1954, giving 
qualifications, present and previous appoint- 


age, nationality, 
ments with dates, naming 3 referees. 


SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
HOUSE SURGEON required (pre-registration post). 

Applications, stating age and qualifications, to Hospital 
Secretary before Ist November. 
SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
Locum HOUSE PHYSICIAN required 7th-2lst November. 

Apply Hospital Secretary. 

SOUTH-WESTERN REGIONAL HOSPITAL BOARD. 
(Joint appointment with the United Bristol Hospitals.) Appli- 
cations are invited by the above Boards from registered dental 
practitioners for the joint appointment of REGISTRAR in 
Dental Surgery. The successful candidate will be appointed to 
work for 1 year in the first instance in the Maxillo-Facial Unit 
at Frenchay Hospital and in the University of Bristo] Dental 
Hospital. He may also be required to perform duties in other 
hospitals in the Teaching Hospital Group. 

Applications, stating date of birth, qualifications and experi- 
ence, together with the names and addresses of 2 referees, should 
be sent to the Secretary of the Regional Hospital Board, 27 
Tyndalls Park-road, Bristol, 8, not later than 13th November, 


1954 
ST. ALBANS (near), HERTFORDSHIRE. 
HOSPITAL. (2284 Beds. 16 miles from London.) NORTH WEST 
METROPOLITAN REGIONAL HOSPITAL BOARD. SENIOR HOUSE 
OFFICER (psychiatric). Applications are invited for the above 
post, resident or non-resident, for 1 year in the first instance, 
at above Hospital. Opportunity for work with neurotic as well 
as psychotic patients, and full facilities for D.P.M. training. 
The Hospital may be visited by appointment. 

Applications to the Medica) Superintendent. 
STOKE-ON-TRENT. CITY GENERAL HOSPITAL. 
STOKE-ON-TRENT HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
OFFICER (general surgery ) required, vacant shortly. Hospital 
recognised for F.R.C.S. examination, and the post is recognised 
for experience during the pre-registration period. 

Apply, with copy testimonials, stating age, nationality, 
ful) details of previous service, to the Group Secretary, 
Management Committee, Princes-road, Stoke-on-Tre nt. 


STOKE-ON-TRENT. NORTH STAFFORDSHIRE 
ROYAL INFIRMARY. STOKE-ON-TRENT HOSPITAL MANAGEMENT 
COMMITTER. Applications invited for SENIOR HOUSE 
OFFICER (orthopedics). Post recognised for F.R.( 

Apply, stating age and nationality, together with = tails of 
previous service, to the Group Secretary, Stoke-on-Trent 
Troon Management Committee, Princes-road, Stoke-on- 

rent, 
STOKE-ON-TRENT. 
ROYAL INFIRMARY. STOKE-ON-TRENT 
COMMITTEE, HOUSE OFFICER (general surgery) required. 
Hospital recognised for F.R.C.S. examination, and post 
weneumeed for experience during the pre-registration period. 

Apply, with copy testimonials, stating age, nationality and 

full de tails of previous service, to the Group Secretary, Hospital 
Management Committee, Pence: road, Stoke: -on- save 
SWINDON. CTOR! HOSP lications 
invited for post of RESIDEN ‘T SEN iok Ti0U se OFFIC ER 
(aneesthetics) for the Swindon hospitals. Post is recognised for 


Hospital Board, 


SHENLEY 


and 
Hospital 


NORTH STAFFORDSHIRE 


HOSPITAL MANAGEMENT 


the D.A. Approved salary, conditions, &c. 
Apply, with copies o recent testimonials, to Secretary, 
Swindon and District Hospital Management Committee, 7, 


Okus-road, Swindon. 
TAPLOW, near 
CROSS MEMORIAL 
Special Unit for 


MAIDENHEA 
HOSPITAL, REGISTRAR 
Research in Juvenile Rheumatism at the 
above Hospital. Post offers scope for those interested in 
research, peediatrics, rheumatology or cardiology. Hospital may 
be visited by direct appointment. 

Application forms obtainable 
Group Secretary, ‘indsor Group Hospital Management Com- 
mittee, Alma-road, Windsor, by 7th November. 


TORQUAY. TORBAY HOSPITAL. Resident Casualty 
OFFICER (Senior House Officer status) required for Ist 
November, 1954. 

Applications, stating qualifications, 
copies of testimonials 


ANADIAN RED 
required to the 


from, and returnable to, 


nationality, age, with 
(quoting ref. F955/48), to the Group 
Secretary, Torquay District Hospital Management Committee, 
62/64, East-street, Newton Abbot, S. Devon. 
WARRINGTON INFIRMARY. Applications are invited 
from qualified practitioners for the vacancy of RESIDENT 
ANAESTHETIST (Senior House Officer grade), Male or Female, 
at the Warrington Infirmary. The Infirmary is recognised for the 
).A. examination. Scale of salary £745 p.a., £130 p.a. for 
residential emoluments. 

Applications to 

H. L. Boor, Group Secretary, 
Warrington and District Hospital Management Committee. 
c/o General Hospital, Warrington, Lancs. 


less 
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WATFORD AND DISTRICT PEACE MEMORIAL HOS- 
PITAL, Rickmansworth-road, WATFORD, HERTS. (19% Beds.) 
Applications are invited for the post of CASUALTY OFFICER 
AND ORTHOPZDIC HOUSE SURGEON. The post is either 
resident or non-resident and is vacant immediately. Salary 
£425-£525, according to experience, less £125 per year if resident. 

Applications, with copies of 2 recent testimonials. should be 
sent to CYRIL HOPKINSON, Administrator. = 
WATFORD AND DISTRICT PEACE MEMORIAL HOS- 
PITAL, Rickmansworth-road, WATFORD. HERTS. (198 Beds.) 
Applications are invited from registered medica] practitioners 
for the pre-registration post of HOUSE SURGEON, vacant the 
end of November. Salary according to the National Health 
Service scale. 

Applications, together with copies of 2 recent testimonials to— 

CYRIL HOPKINSON, Administrator. 
WATFORD HOSPITALS. North West Metropolitan 
REGIONAL HOSPITAL BOARD. ANAZSTHETIC REGISTRAR 
(resident) required for the above Hospital. Post vacant 
immediately. 

Application forms obtainable from, and returnable to, 
Secretary, West Herts Group Hospital Management Committee, 
9, Rickmansworth-road, Watford, Herts, by not later than 10 
days after the appearance of this advertisement. 
WAKEFIELD. THE GENERAL HOSPITAL, Park Lodse- 
lane. (158 Beds.) HosP ITAL MANAGEMENT COMMITTEE NO. 
WAKEFIELD A GROUP. RESIDENT SURGICAL OFFICE R 
(Senior House Officer grade) required at the above Hospital. 
Salary and conditions of service in accordance with national 
recommendations. 

Application should be made to the Group Secretary 

Hospital, Wakefield. 
WAKEFIELD. CLAYTON HOSPITAL. 
HOSPITAL MANAGEMENT COMMITTEE NO. 9 WAKEFIELD A GROUP. 
HOUSE SURGEON (general surgery, E.N.T., and opthalmo- 
logy), pre-registration post, required at the above Hospital. 
Salary and conditions of service in accordance with national 
recommendations. 

Application to be made to the 
address, a 
WINDYGATES, FIFE. CAMERON 1.D. HOSPITAL. 
REGISTRAR reguired for the above-mentioned Hospital to 
commence duties forthwith. The Hospital consists of 100 I.D, 
beds, including 12 beds for the treatment of tuberculous menin- 
gitis ; there are in addition 30 beds for the aged sick. Resident 
accommodation available ; could accommodate a married 
couple without children. Salary in accordance with national 
scale, 

Apply, with names of 3 referees, to the Medical ag rintendent, 
East Fife Hospitals Board of Management, 243 High-street, 
Kirkcaldy. 


WIGAN. 


, Clayton 


(200 Beds.) 


Group Secretary at the above 


ROYAL ALBERT EDWARD INFIRMARY. 
(200 Beds.) SENIOR HOUSE OFFICER in Orthopedic 
Surgery required. Post now vacant. 
Applications to Secretary, Wigan Infirmary. 
WORTHING HOSPITAL, Lyndhurst-road, Worthing. 


(210 Beds—General.) WORTHING GROUP HOSPITAL MANAGEMENT 
COMMITTEE. The vacancy for HOUSE SURGEON will occur 
at the beginning of December, 1954. 

Applications from _ either registered medical practitioners, or 
pre-registration candidates, stating age, qualifications, experi- 
ence, nationality, and enc losing copies of 2 recent testimonials, 
to be forwarded to the Hospital Secretary as soon as possible. 

A. V. OAKTON, Group Secretary. 
WOLVERHAMPTON GROUP. 
The Royal Hospital, Wolverhampton (An Assoc iated 
Hospital of the University of Birmingham Medical School) 
HOUSE OFFICER (casualty). vacant mid-November. 
elwernameee ane Midland Counties Eye Infirmary 
Recognised for F.R.C.S. and D.O. examinations) 
SENIOR HOUSE OFFIC ER, vacant 7th November. 
New Cross Hospital, Wolverhampton 

HOUSE OFFICER (general medicine), approved for Pre- 

registration Service vacant Ist November. — 

Applications, with copies of 3 recent testimonials, to be sent 
to Group Secretary, The Royal Hospital, Wolverhampton. 
WEST BROMWICH AND DISTRICT HOSPITAL MAN- 
AGEMENT COMMITTEE GROUP NO, 18. THE MIDLAND CENTRE FOR 
NEUROSURGERY, SMETHWICK HOSPITAL, Holly-lane, SMETHWICK. 
RESIDENT SENIOR HOUSE OFFICER required for this 
Hospital] devoted to the care of neurosurgical and neurological 
patients, This Hospital is just opening, and this resident appoint- 
ment will be for work in both surgical and medical wards. This 
appointment is well suited for those studying for higher medical 
or surgical examinations, 

Applications, together with 3 testimonials. should be submitted 
to Mr. J. O. Ropins, Group Secretary, at the West Bromwich 
and District General Hospital, Edward-street, West Bromwich. 
YORKSHIRE. EAST RIDING HOSPITAL MANAGE- 
MENT COMMITTEE. 

Westwood Hospital, Beverley, Yorks (229 Beds) 

(a) ASSISTANT PATHOL OGIST (Senior House Officer) 
required in Area Laboratory, with attendance Branch Labora- 
tory at Driffield. Offers experience all branches pathology. 

orthfield Sanatorium, Driffield, Yorks (78 Beds) 

(b) SENIOR HOUSE PHYSICIAN, vacant now. Offers 
experience all branches tuberculosis within Group, including 
surgery, M.M.R. and clinics. Time for study. Ex-patients 
welcome. 

Broadgate (Mental) Hospital, Beverley, Yorks (650 
Beds) 

(c) JUNIOR HOSPITAL MEDICAL OFFICERS (2), required 
now. 

Salary for (a) and (b) £745 and for (c) £775—€50-£1075. 

Detailed applications to Group Secretary, Westwood Hospital, 
Beverley, Yorkshire. 
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WELSH REGIONAL HOSPITAL BOARD. Senior 
REGISTRAR (E.N.T. surgery) Swansea General Hospital, 


Swansea (403 Beds). 2 years in the first instance. with a possible 
extension at the } of that time. Hospita) recognised for 
F.R.C.S. and D.L.O. Non-resident. 

Forme of applic sedans from Senior Administrative Medical 
Officer. Temple of Peace. Sothey a Cardiff, within 14 days. 


WARWICK HOSPITAL ) Beds.) Resident Ortho- 
PEDIC HOUSE OFFICER (tate "ee Female). Post vacant. 
Well-equipped Orthopeedic and Fracture Unit (52 Beds). 
Applications, with 2 recent testimonials, to Medica] Super- 
intendent, Lakin-road, Warwick. 


ARWICK (near). CENTRAL MENTAL HOSPITAL. 
SENIOR HOUSE OFFICER required on 1st November in this 
Mental Hospital of 1400 Beds with Neurosis Unit, 4 adult and 2 
child psychiatry clinics recognised for the D.P.M. and Depart- 
ments of Electro-encephalography, Occupational Therapy, 
Psychology and social work. A modern house is available. 

Applications, together with the names and addresses of 3 

referees, to the Medical Superintendent within 14 days of the 
appearance of this advertisement. 
NORTHERN IRELAND HOSPITALS AUTHORITY. 
Applications are invited for a whole-time post as REGISTRAR 
in Ophthalmology at hospitals managed by the Belfast Ophthal- 
mic and Benn Hospital Management Committee. The terms 
and conditions will be in accordance with the application of 
the Spens report to Northern Ireland. 

Applications to be made on a form obtainable (with further 

particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44/46, Queen-street, Belfast, and to be returned not 
later than 27th November, 1954. 
CANADA. GENERAL HOSPITAL, Kingston, Ontario, 
teaching hospital of Queen’s University, offers JUNIOR 
ROTATING INTERNSHIPS for 1 year commencing 25th June, 
1955. Honorarium $50 per month plus residential emoluments. 
Senior appointments in various specialties also available. 

The Superintendent, Kingston General Hospital, Kingston, 
Ontario, Canada. 

B.w.t. UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES, Applications are invited for posts of REGISTRAR 
in the Departments of Medicine and Anvesthetics at the above- 
named Teaching Hospital which is in specia) relationship with 
the University of London. Higher qualifications desirable but 
not essential. Successful candidates will be required to be in 
Jamaica early in — 5. + eppotatenente will be for 1 year in the 
first instance, sub. Salary is payable within the 
scale £800- £100-£1000, /€1100-£100- £1400 p.a., depending on 
experience and qualifications. Single accommodation and 
board, or a limited number of unfurnished flats for unmarried 
or married officers, are provided at a deduction of £125 p.a, 

5 respectively. Return first-class passage by 








or 5% of salary, 
sea will be paid for 1 person only. 

Further information may be obtained from the Hospita) 
Manager and Secretary, University College Hospital, Mona P.O., 
Jamaica, B.W.L., to whom applications, stating age, nationality, 
and details of qualifications and experience, together with 3 
recent testimonials or names and addresses of 3 referees, should 
be sent by 30th November, 1954. 

NEW ZEALAND. CHRISTCHURCH HOSPITAL, Christ- 
CHURCH. Applications are invited from qualified medica) practi- 
tioners who either (a) hold a higher medical or surgical qualifica- 
tion, or (b) have been qualified for a period of 5 years or more, 
for the positions of SENIOR MEDICAL REGISTRAR and 

SENIOR SURGICAL REGISTRAR, Christchurch Hospital, 
an Acute General Hospital of 567 established beds. Furnished 
quarters adjacent to the Hospital will be provided for the 
successful applicants at a nominal rental and, conditional 
upon @ guarantee of at Icast 2 years service, a grant of up to 
£NZ 120 will be made towards. the cost of steamer fares actually 
incurred in travelling to New Zealand. In the case of a married 
man this concession will be extended to appointee’s wife and 
each dependent child. In addition an allowance will be paid to 
cover baggage and removal expenses to embarkation port. 
Duties include supervision of cases and case records, control of 
work of resident staff, such work as is passed over by the visiting 
staff, and the conduct of certain outpatient clinics. The salary 
scale applicable to the positions is £NZ 806 5s.-£NZ 921 5s. 
by £57 10s. annua) increments, in addition to which a cost-of- 
living increase of £62 10s. p.a. and a living-out allowance of 
£NZ 179 8s. is payable. Initial appointment will be for 2 years, 
after which 3 months notice in writing will be required on either 
side. The appointees will not be permitted to engage in private 
practice. 

Applications, containing full details of age, qualifications, 
positions held, &c., should be addressed to the Secretary, North 
Canterbury Hospital Board, Christchurch, New Zealand, and 
be sent by air mail to arrive not later than 9 A.M. on Friday, 
10th December, 1954. 


U.S.A. KANSAS MEDICAL CENTER. Approved 
PSYCHIATRIC RESIDENCIES available immediately or 
July offering comprehensive clinical training and didactic 


instruction in child and adult psychiatry ‘ 5 
Apply : Associated Psychiatric Faculties, T patveentiar of 
Kansas Medical Center, Kansas City, Kansas, U.S.A. 
— YORK. ALBANY HOSPITAL, Aibany, New York, 
S.A. NEUROLOGY RESIDENCIES available in 700-Bed, 
caine rsity-teaching, general hospital. Salary range $1620- 
$2220 annually, plus laundry, uniforms and room. 
Address inquiries to Medica! Director. 


NEW YORK. ALBANY HOSPITAL, Aibany, New York, 
u.s.A. INTERNSHIPS and RESIDENCIES available in 700- 
Bed general, private Albany Hospital, directly connected with 
Albany Medical College. Approved for all major specialties. 
-articipating in exchange-visitor programme. Salary range 
$1320—$2220 annually in addition to laundry, uniforms and 
room. All appointments begin Ist July, 1955. 
For further information apply to Medical Director. 








i 





NEW YORK. ALBANY HOSPITAL, Albany, New York, 
U.S.A. PSYCHIATRY RESIDENCIES available in 700-Bed, 
university-teaching, general hospital, with 60-Bed acute treat- 
ment Psychiatric Unit fully approved for 3 years training. 
Experience includes dynamically-oriented psychotherapy with 
children and adultS, shock therapies and neurologic training. 
Salary range $1620—$4000 annually plus laundry, uniforms and 
room. 
Address inquiries to Medical Director. 


NEW YORK. NEW ROCHELLE HOSPITAL, New 
ROCHELLE, NEW YORK, U.S.A. (360-Bed general community 
hospital.) Approved by the Joint Commission on Accreditation 
of Hospitals. Also approved by the American College of Surgeons 
and American Medical Association for internship and residency 
training. Only graduates from approved university schools accep- 
ted. 2 INTERNSHIPS available for the term commencing 
ist January, 1955. Stipend is &200 per month, plus complete 
maintenance. Passage back to England paid by Hospita) after 
completion of 12-month internship. 

Apply Superintendent. 

WEST AFRICA. UNIVERSITY COLLEGE HOSPITAL 
IBADAN, NIGERIA. The Board of Management invites applica- 
tions from reg istered medical practitioners with suitable post- 
registration experience, for the appointment of REGISTRAR 
in the Department of Pathology. Contracts will be for 1 or 2 
tours of 12 months duration each. Candidates should state 
which they prefer, Registrars with the necessary higher quatifica- 
tions and experience may be considered for any vacancies that 
may arise for Senior Registrars. Salary : first year £1020 p.a. ; 
second year £1068 p.a. ; plus £240 p.a. expatriation pay, where 
applicable. Gratuity at the rate of £37 10s. for each period of 
3 months service, is payable on satisfactory completion of 
contract. Liberal leave, with free first-class passages for officers 
and their wives, will be granted on full pay, on completion of 
each tour of duty. Part furnished, modern bungalows or flats 
are provided at a renta)] of 10% of salary. Outfit allowance of 
£60 is payable on first appointment. Officers are eligible for 
children’s allowances. 

Applications should be submitted not later than Ist December, 
1954, on the appropriate form, which can be obtained, with 
further particulars, on receipt of an addressed foolscap envelope, 
from the Secretary. Teaching Hospitals Association, 61, Lambeth 
Palace-road. London, S.E.1. 





Public Appointments 


AUSTRALIA. GOVERNMENT OF WESTERN 
AUSTRALIA. PUBLIC HEALTH DEPARTMENT. TUBERCULOSIS 
CONTROL BRANCH. SENIOR THORACIC SURGICAL REG)S- 
TRAR. Applications are invited for the above position. 
Applicants shonld have some previous experience of modern 
techniques in thoracic surgery. A higher surgical qualification 
is desirable. but not essential. The successful applicant will be 
required to assist the Thoracic Surgeons and will be responsible 
for the pre- and post-operative management of the surgical 
patients in the Thoracic Wing at the Roya) Perth Hospital. 
He will later have the opportunity to work in a new 200-Bed 
Chest Hospital for which tenders have been invited. He will 
work under the over-all direction of the Director of Tuberculosis 
Control, Perth Chest Clinic, 17, Murray-street, Perth, 
from whom further inquiries can be made. Salary will be at the 
rate of £A1870 p.a., subject to basic wage adjustments. A sum 
up to the maximum of £300 #terling will be allowed for travelling 
expenses to Western Australia. 

Applications should be addressed to the Agent-General for 
Western Australia, Savoy ‘House, Strand, London, W.C.2, 
before 27th November, 1954. 


CARDIFF. CITY OF CARDIFF. Applications are invited 
from registered medica) practitioners for the appointment of 
SENIOR MEDICAL OFFICER at a salary of £1250 p.a., rising 
by annual increments of £50 to £1650. Applicants will be 
required to carry out general duties in the de partment and the 
possession of a Diploma in Public Health is necessary. In 
addition to having a sound knowledge of al) branches of the 
Public Health and School Health Seryices, candidates must 
have had practical expegience in mental deficiency, the ascertain- 
ment of educationally subnormal children, the examination of 
other categories of handicapped pupils and the control and 
prevention of infectious disease. Experience and ability in 
lecturing to the public and — audiences on health topics 
will be considered an advanta, 

Forms of application may be ‘obtained from the undersigned 
to whom completed forms should be returned, together with the 
names and addresses of 2 persons to whom reference may be 
made, not later than 30th November, 1954, endorsed ‘‘ Senior 
Medical Officer.” S. Tapper-Jones, ‘Town Clerk, 

City Hall, Cardiff, October, 1954. 

DERBYSHIRE COUNTY 

DEPARTMENT. ASSISTANT “MATE SRNITY 
WELFARE MEDICAL OFFICER AND SCHOOL MEDICAL 
OFFICER. Applications are invited from registered medical 
practitioners for this whole-time superannuable post, Salary 
£950 p.a. by annual increments of £50 to £1300 p.a., plus a 
car allowance. 

Application forms are obtainable from Dr. J. B. 8S. MORGAN, 
County Medical Officer, St. Mary’s-gate, Derby, to whom they 
should be returned by 8th November, 1954. 


LANCASHIRE COUNTY COUNCIL. Registered medical 
practitioners required for appointme nt of ASSISTANT DIVI- 
SIONAL MEDICAL OFFICERS in areas adjacent to Bolton, 
Fleetwood, Nelson and Oldham. Possession of D.P.H. desirable. 
Salary £950-£1300 p.a. Travelling and subsistence allowances 
where applicable. Posts superannuable and subject to medical 
examination. 

Application forms and further particulars from County Medical 
Officer of Health, East Cliff County Offices, Preston. 
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GOLD COAST LOCAL CIVIL SERVICE. Gold Coast 
MEDICAL SERVICE. The following Specialists are required for 
duty in the Medical Department of the Gold Coast :— 

_ PHYSICIAN to take charge in the larger hospitals and to 

give an opinion in cases referred by medical] officers. Candidates 
should hold the Membership of 1 of the Royal Colleges of 
Physicians and have had 4 years full-time experience in the work 
of this specialty. 
_ OPHTHALMOLOGIST to operate an Ophthalmological Unit 
in 1 or other major hospital and in addition to study diseases of 
the eye in the field as and when required. Candidates possessing 
the Fellowship of 1 of the Royal Colleges of Surgeons (with 
ophthalmology as a special subject) and 4 years full-time 
experience in the work of this specialty, will be given preference, 
but the Diploma in Ophthalmology will be accepted if the candi- 
date has considerable experience. 

SURGEON to take charge of the surgical] division of 1 of the 
large hospitals and to give surgical opinions on such cases as 
may be referred by medical officers and medical practitioners. 
Candidates should hold the Fellowship of 1 of the Royal Colleges 
of Surgeons and have had 4 years full-time hospital experience 
in general surgical work. 

Appointments are to the Gold Coast Civil Service on short- 
term contracts of 2 tours of 18-24 months in the first instance 
with gratuity on satisfactory completion of service. Basic 
salary scale would be £2400—£100-£2700 a year. Gratuity would 
be payable at the rate of £37 10s. for each completed 3 months 
of service. Candidates in the National Health Service may leave 
but retain their superannuation rights (up to a maximum stay 
of 6 years). Salary, in this case, would be in the scale £1900— 
£100-£2200 a year, and officers would receive a gratuity of 20% 
of the aggregate of their Gold Coast salary at the end of their 
engagements. Quarters when available are provided at rental 
not exceeding £150 p.a. Income-tax at local rates. Free passages 
provided for Officer, wife, and up to 3 children under 13 years of 
age. Annual local leave is permissible and generous home leave 
is granted after each tour of 18 months. 

Application forms from Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, S.W.1 
(quoting reference No. CDE.117/13/03). 

HER MAJESTY’S OVERSEA CIVIL SERVICE. (Medical 
BRANCH.) SINGAPORE. MEDICAL OFFICER (Anesthetist) 
is required in Singapore to administer anesthetics in Government 
hospitals and to instruct Junior Medical Dfficers. Candidates 
must possess the D.A. (obtained before November, 1953) or 
F.F.A.R.C.S. Appointment will be on 3 years probation to the 
permanent establishment with pension (non-contributory) at 
the age of 55 years. Basic salary is in the scale £1148-£1988 
a year. Expatriation pay, half of which will count for pension, 
is payable at the rate of £312 88.-€350 a year. A temporary 
non-pensionable variable allowance of £210 a year is payable to 
single officers, £392 a year to married officers without children 
and £401 16s.-£560 a year to married officers with dependent 
children. A candidate in the National Health Service may leave 
and retain his superannuation rights (up to 6 years) and receive 
a grant of 20 % of salary at the end of his engagement. European 
children do well up to the age of about 6 in Singapore and 
schools are available locally. Income-tax is payable at local 
rates which are lower than those in the United Kingdom. 
Government quarters with heavy furniture are provided at a 
low rental, or an allowance is paid in lieu of quarters. Free 
passages are provided for the Doctor, his wife, and children 
under the age of 10 (not exceeding 4 persons besides himself) 
on appointment and once each way during each tour of duty 
of 3-4 years, Generous home leave is granted and local leave is 
permissible. 

Application forms from the Director of Recruitment, Colonial 
Office, Sanctuary Buildings, Great Smith-street, London, 8.W.1 
(quoting reference No. BCD.117/25/02). 


WORCESTERSHIRE COUNTY COUNCIL. Assistant 
COUNTY MEDICAL OFFICER OF HEALTH (Worcestershire) 
MEDICAL OFFICER OF HEALTH (Droitwich Borough and 
Droitwich and Marley Rural Districts). Applications are invited 
from registered medical practitioners with D.P.H. for this 
combined appointment. Salary scale £1414—£1703 p.a. 

Application forms with details from County Medical Officer, 
County Buildings, Worcester. (S.184.) 


YORKSHIRE. COUNTY COUNCIL OF THE WEST 
RIDING OF YORKSHIRE. Joint appointment of SENIOR 
ASSISTANT COUNTY MEDICAL OFFICER AND SCHOOL 
MEDICAL OFFICER to the Brighouse Corporation, the Elland 
Urban District Council and the West Riding County Council. 
Applications are invited from registered medical practitioners 
(Men or Women) for the above post. The Senior Assistant 
County Medical Officer and School Medical Officer will be on the 
staff of the County Medical Officer’s Department but will work 
under the administrative direction of the Divisional Medical 
Officer and the Medical Officer of Health, who is responsible for 
the day to day administration of practically all public health 
matters in the Division, and the post is suitable for medical 
officers who hold the D.P.H. and wish to obtain further experi- 
ence in the field of public health. The duties of the office will 
be mainly clinical in the School Health and Infant Welfare 
Services, but in addition to these duties the person appointed 
will be required to act for the Divisional Medical Officer and 
Medical Officer of Health in his absence. The scale of salary 
is at present £1050 p.a. rising by annual increments of £50 to 
£1400 p.a. Travelling and subsistence allowances according 
to the County Council’s scale are payable in addition to salary, 
The post is superannuable and the successful applicant will 
be required to pass a medical examination as to physical fitness. 
Forms of application can be obtained from the undersigned 
to whom they should be returned not later than 13th November, 
54. J. Woop-WI1Lso0n, County Medical Officer. 
County Hall, Wakefield. 








KUWAIT. GOVERNMENT OF KUWAIT. Department 
OF HEALTH. Applications are invited for the following posts :— 

(1) SURGEON for the State Hospital. Must have the F.R.C.S. 
England, or show evidence of having attained a similar academic 
level. An experience of accident and fracture work is essential, 
as besides general surgery the appointee will be expected to 
organise and carry out all the surgery of trauma. Salary £3250- 
£150-£3700 p.a., plus car allowance, free furnished accommoda- 
tion, light, and water. Generous leave, with air passages paid 
for self and family. 

(2) A Lady GYNZZCOLOGIST, with an M.R.C.O.G. or 
evidence of an equivalent academic standard, to develop and 
run @ combined Obstetrical and Gynecological Department 
comprising about 50 beds. The applicant must be capable 
of carrying out major gynecological operation. (Salary as for 1.) 

(3) A RADIOLOGIST, with a higher qualification in radio- 
logy, to run the X-ray Departments of the State Hospital 
(250 Beds), of the State Sanatorium (300 Beds) and of the 
State Hospital Annexe (80 Beds, expanding) ; also to organise 
a Department of mona (Salary as for 1.) 

(4) A Lady RADIOGRAPHER for work in certain of the 
departments mentioned in para. 3. Salary £1343-£90-£1793 p.a. 
(monthly Rs. 1500-100—2000) with free furnished accommoda- 
tion, light, and water. 

(5) A Lady PHYSIOTHERAPIST, to organise and run 
a —— of Physiotherapy in the State Hospital. (Pay 
as for 4.) 

Applications should include a complete resume of the candi- 
date’s academic and professional career, a statement of age, of 
family responsibilities, and the names and addresses of 3 referees. 
to whom reference may be made by the Department of Health, 
The closing date for applications, which should be sent air mail, 
is 15th November. (Inserted by the Kuwait Agency, 40, 
Devonshire-street, W.1.) 


Miscellaneous 
To non-professional posts the Notification of Vacancies Order 1952 applies. 


Inetitute of Child Psychology Ltd. 
for Child Psychiatrist, 








Applications invited 

sessions weekly, for clinical work and 
ostgraduate teaching. Appointment will be Senior Hospital 
edical Officer grade and salary. Candidates should have 

D.P.M. and particular experience of Child Guidance work.— 

poe vod a; hana from the Secretary, 6, Pembridge-villas, 
onaon, . . 


Physiologist or Pharmacologist, experienced in the investi- 
gation of the mode of action of drugs, required to take charge 
of an expanding team working in this field. Attractive salary 
with excellent prospects for first-class man. Superannuation 
scheme.—Write, stating qualifications and experience, BEECHAM 
RESEARCH LABORATORIES LIMITED, Brockham Park, Betch- 
worth, Surrey. 

Required for work involving clinical contacts, literature 
research, preparation of medical-information literature and 
interdepartmental liaison, a medically qualified man, yo ol 
with previous experience of this type of professional] activity. 
The successful applicant would be attached to a modern research 
department which includes a biological unit and which is located 
in Edinburgh.—2 p lications, stating age, qualifications and 
experience, to: A dress, No. 976, THE LANCET Office, 7, Adam- 
street, Adelphi, London, W.C.2. hid Ate AL 
Woman doctor, 34, seeks appointment ang 7 te or 
Malaya. Wide experience medicine and peediatrics.—Address, No. 
978, THE LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 








Advanced Student interested in training for painting, 
drawing and designing of medical models. Excellent prospects. 
—Applicants should write in the first instance, giving details 
of qualifications, experience, and salary required, to : Address, No. 
977, THE LANCET Office, 7, Adam-street, Adelphi, London, W.C.2. 
Librarian, age 25-35, required to take charge of Medical 
Library, abstracting and information service. Applicant should 
be fully trained librarian with knowledge of German and French. 
Salary £600-£700 according to age and experience.—Apply, 
CrBa LABORATORIES LIMITED, Horsham, Sussex. merce 
N/W England: half-share of small practice, ;sea-side. 
Gross takings £2000-£2400: scope. Small ground floor flat avail- 
able with share of garage. Rent £2 15s. per week. £350 capital 
required for fittings, &c.—Address, No. 979, THE LANCET Office, 
7, Adam-street, Adelphi, London, W.C.2. Re beer ae 
Surrey/London fringe (Kingston). Solid spacious detached 
corner house : 3 reception rooms (1 with separate external road 
access and recess suitable for hand-basin, &c.), 4 main and 3 
subsidiary bedrooms, breakfast-room, kitchen, 2 toilets, cloak- 
room ; garage ; 1/5th acre garden with fruit trees. Suitable 
professional man. 10 minutes’ walk main line station and near 
several bus routes. Freehold £4750.—Write Box M/927, Strand 
House, London, W.C.2. a tach 
Austin. The new Cambridge A.40 and A.50 and all Show 
models. ‘Limited number of orders now acceptable from proven 
essential users.—Application form, brochures, easy terms, from 
Austin House, 140/144, Golders Green-road, Golders Green, 
London, N.W.11. 7 

“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 1s. fee. Haematology, 
Biochemistry, Flame Photometry.—WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). hi - 
Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE, LTp., 98, Victoria-street, S.W.1 (Phone: VICtoria 
0141), who are specialists in this kind of work. @ 
Microscopes. Highest prices paid for good modern types. 
Send or bring your equipment for valuation.—WaALLacE HEATON 
Lrtp., 127, New Bond-street, W.1. 





she = by the PROPRIETORS, THE LANCET LIMITED, 7, Adam Street, Adelphi, in the County of London. 


Printed by HazELL, Watson & VINEY, Ltp., London and Aylesb 
48 NTED IN GREAT BRITAIN—Entered as Second Class at the 


—Saturday, October 30, 1954 


y 
ew York, U.S.A, Office. 











Tue Lancet] THE LANCET GENERAL ADVERTISER [Ocr. 30, 








A range of nasal preparations 


to meet every need 





‘Paredrinex’ Spraypak 


liquid vasoconstrictor 4-fl. oz. 














‘Sulfex’ nasal drops 


sulphathiazole with vasoconstrictor 
|-fl. oz. bottles, with dropper 











oes 


‘Pendex’ nasal drops 
penicillin with vasoconstrictor 
15 ml. bottles, with dropper 
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‘Benzedrine’ Inhaler 
volatile vasoconstrictor 








For cost to N.H.S., please see M. & J. list of costs dated April 1954 


MENLEY & JAMES, LIMITED, cotbHaRBouR LANE, LONDON, S.E.5 


for Smith Kline & French International Co., owner of the trade marks 
NAP44 ‘ Paredrinex’ * Spraypak’, ‘ Sulfex’, ‘ Pendex’, and ‘ Benzedrine’ 
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Avoiding 
Resistant 
StrainSee. 











Particular emphasis has been given 
to the use of combined chemo- 
therapy in the treatment of infections, 
and it has been realised that there 
is considerable merit in the judicious 


combination of antibiotics and sul- 


SSS” 


TAT TRARTAACATD 


phonamides in the prevention of 
bacterial resistance. 
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To aid the Practitioner, Allen & 
Hanburys have introduced two com- 


ODD 


binations of drugs known to exhibit 


mutual reinforcement. 


FOR COMBINED ORAL 
PENICILLIN AND 


SULPHONAMIDE 
THERAPY 





AILS 


4) 


and 


GUANIMYCIN 


FOR COMBINED ORAL 
STREPTOMYCIN AND 


SULPHAGUANIDINE 
THERAPY 















ALLEN & HANBURYS LTD- LONDON. E-2 


TELEPHONE: BISHOPSGATE 320! (2OLINES). TELEGRAMS: “GREENBURYS, BETH, LONDON 
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